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SECTION I - INTRODUCTION

l. INTRODUCT ION

A.

Introduction

This new edition of the Kentucky Medical Assistance Program Mental
Hospital Services Manual has been formulated with the intention of
providing you, the provider with a useful tool for interpreting the
procedures and policies of *he Kentucky Medical Assistance Program.
It has been designed to facilitate the processing of your claims for
services provided to qualified recipients of Medicaid.

This manual is intended to provide basic information concerning
coverage, billing, and policy. It will assist you in understanding
what procedures are reimbursable, and will also enable you to have
your claims processed with a minimum of time involved in processing
rejections and making inquiries. It has been arranged in a loose-
leaf format, with a decimal page numbering system which will allow
policy and procedural changes to be transmitted to you in a form
which may be immediately incorporated into the manual (i.e., page 7.6
might be replaced by new pages 7.6 and 7.7).

Precise adherence to policy is imperative. In order that your claims
may be processed quickly and efficiently, it is extremely important
that you follow the policies as described in this manual. Any
questions concerning general agency policy should be directed to the
Office of the Commissioner, Department for Medicaid Services, Cabinet
for Human Resources, CHR Building, Frankfort, Kentucky 40621, or
Phone (502) 564-4321. Questions concerning the application or
interpretation of agency policy with regard to individual services
should be directed to the Division of Policy and Provider Services,
Department for Medicaid Services, Cabinet for Human Resources, CHR
Building, Frankfort, Kentucky 40621, or Phone (502) 564-7759.
Questions concerning billing procedures or the specific status of
claims should be directed to EDS, P.0. Box 2009, Frankfort, KY 40602,
or Phone (800) 372-2921 or (502) 227-2525.
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SECTION 1 - INTRODUCTION

B. Fiscal Agent

Effective December 1, 1983, Electronic Data Systems (EDS) began
providing fiscal agent services for the operation of the Kentucky

Medicaid Management Information System (MMIS). EDS receives and
processes all claims for medical services provided to Kentucky

Medicaid recipients.
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SECTION Il « KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP)

I1. KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP)
A. General

The Kentucky Medical Assistance Program, frequently referred to as
the Medicaid Program, is administered by the Cabinet for Human
Resources, Department for Medicaid Services. The Medicaid Frogram,
identified as Title XIX of *%e Social Security Act, was enacted in
1965, and operates according to a State Plan approved by the U. S.
Department of Health and Human Services.

Title XIX is a joint Federal and State assistance program which
provides payment for certain medical services provided to Kentucky
recipients who lack sufficient income or other resources to meet the
cost of such care. The basic c¢biective of the Kentucky Medical
Assistance Program is to aid the-medically indigent of Kentucky in
obtaining quality medical care.

As a provider of medical services, you must be aware that the Depart-
ment for Medicaid Services is bound by both Federal and State statutes
and regulations governing the administration of the State Plan. KMAP
cannot reimburse you for any services not covered by the plan. The
state cannot be reimbursed by the federal government for monies
improperly paid to providers of non-covered, unallowable medicai
services.

The Kentucky Medical Assistance Program, Title XIX, Medicaid, is not
to be confused with Medicare. Medicare is a Federal program, identi-
fied as Title XVIII, basically serving persons 65 years of age and
older, and some disabled persons under that age.

The Kentucky Medicaid Program serves eligible recipients of all
ages. The coverage, either by Medicare or Medicaid, will be
specified in the body of this manual in Section IV.
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SECTION 11 - KENTUCKY MEDICAL AssIS TANCE PROGRAM (KMAP)

B. Administrative Structure

The Department for Medicaid Services, Cabinet for Human Resources,
bears the responsibility for developing, maintaining, and admini-
stering the policies and procedures, scopes of benefits, and basis
for reimbursement for the medical care aspects of the Program. KMAP
makes the actual payments to the providers of medical services, who
have submitted claims for se.vices within the sccpe of covered
benefits which have been provided to eligible recipients.

Determination of the eligibility status of individuals and families
for Medical Assistance benefits is a responsibility of the local
Department for Social Insurance Offices, located in each county of
the state.

C. Advisory Council

The Kentucky Medical Assistance Program is guided in policy-making
decisions by the Advisory Council for Medical Assistance. In ac-
cordance with the conditions set forth in KRS 205.540, the Council
is composed of seventeen members, including the Secretary of the
Cabinet for Human Resources, who serves as an ex officio member. The
remaining sixteen members are appointed by the Governor to four-year
terms. Nine members represent the various professional groups
providing services to Program recipients, and are appointed from a
list of three nominees submitted by the applicable professional
associations. The other seven members are lay citizens.

Inaccordance with the statutes, the Advisory Council meets at least
every three months and as often as deemed necessary to accomplish
their objectives.

In addition to the Advisory Council, the statutes make provision for
a five-member technical advisory committee for certain provider
groups and recipients. Membership on the technical advisory com-
mittees is decided by the professional organization that the
technical advisory committee represents. The technical advisory
committees provide for a broad professional representation to the
Advisory Council.
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SECTION 11 - KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP)

As necessary, the Advisory Council appoints subcommittees or ad hoc
committees responsible for studying specific issues and reporting
their findings and recommendations to the Council.

D. Policy

The basic objective of the Kentucky Medical Assistance Program
hereinafter referred to as "YAP, is to assure the availability and
accessibility of quality medical care to eligible Program recipients.

The 1967 amendments to the Social Security Law stipulates that Title
XIX Programs have secondary liability for medical costs of Program
recipients. That is, if the patient has an insurance policy, veteran®s
coverage, or other third party coverage of medical expenses, that
party is primarily liable for the patient"s medical expenses. The
Medical Assistance Program has secondary liability. Accordingly,
the provider of service should seek reimbursement from such third
party groups for medical services provided. Ifyou, asthe provider,
should receive payment from the KMAP before knowing of the third
party"s liability, a refund of that payment amount should be made to
the KMAP, as the amount payable by KMAP shall be reduced by the
amount of the third party obligation.

In addition to statutory and regulatory provisions, several specific
policies have been established through the assistance of professional
advisory committees. Principally, some of these policies are as
follows:

All participating providers must agree to provide services in com-
pliance with federal and state statutes regardless of sex, race,
creed, religion, national origin, handicap, or age.
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Each medical professional is given the choice of whether or not to
participate in the KMAP. From those professionals who have chosen to
participate, the recipient may choose the one from whom he wishes to
receive his/her medical care.

When KMAP makes payment for a covered service and the provider
accepts the payment made by KMAP in accordance with the Department®s
fee structure, the amounts paid shall be considered payment in full;
and no bill for the same service shall be tendered to the recipient,
or payment for the same service accepted from the recipient.

Providers of medical service attest by their signatures (not fac-
similes) that the presented claims are valid and in good faith.
Fraudulent claims are punishable by fine and/or imprisonment.

All claims and substantiating records are auditable by both the
Government of the United States and the Commonwealth of Kentucky.

Medical records and any other information regarding payments claimed
must be maintained in an organized central file and furnished to the
Cabinet upon request and made available for inspection and/or
copying by Cabinet personnel. Such records must be maintained for a
minimum of five (5) years and for any additional time as may be
necessary in the event of an audit exception or other dispute.

All claims and payments are subject to rules and regulatiens issued
from time to time by appropriate levels of federal and state legis-
lative, judiciary and administrative branches.

All services to recipients of this Program shall be on a level of
care at least equal to that extended private patients, and normally
expected of a person serving the public in a professional capacity.

All recipients of this Program are entitled to the same level of
confidentiality accorded patients not eligible for Medicaid benefits.

Professional services shall be periodically reviewed by peer groups
within a given medical specialty.

TRANSMITTAL #9 Page 2.4



CABINET FOR HUMAN RESCURCES
DEPAPTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

SECTION Il - KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP)

All services are reviewed for recipient and provider abuse. Willful
abuse by the provider may result in his/her suspension from Program

participation. Abuse by the recipient may result in surveillance of
the payable services he/she receives.

Claims will not be paid for services outside the scope of allowable
benefits within a particular specialty. Likewise, claims will not be
paid for services that requi+ed, but did not have, prior authoriza-
tion by the Kentucky Medical Assistance Program.

Claims will not be paid for medically unnecessary items, services, or
supplies.

When a recipient makes payment for a covered service, and such
payment is accepted by the provider as either partial payment or
payment in full for that service, no responsibility for reimburse-
ment shall attach to the Cabinet and no bill for the same service
shall be paid by the Cabinet.

E.  Public Law 92-603 (As Amended)

Section 1909. (a) Whoever--

(1) knowingly and willfully makes or causes to be made any
false statement or representation of a material fact in any
application for any benefit or payment under a State plan
approved under this title,

(2) at any time knowingly and willfully makes or causes to
be made any false statement or representation of a material
fact for use in determining rights to such benefit, or payment,

(3) having knowledge of the occurrence of any event affecting
(A) his initial or continued right to any such benefit or
payment, or (B) the initial or continued richt to any such
benefit or payment of any other individual in whose behalf he
has applied for or is receiving such benefit or payment, conceals
or fails to disclose such event with an intent fraudulently to
secure such benefit or payment either in a greater amount or
guantity than is due or when no such benefit or payment is
authorized, or
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(4) having made application to receive any such benefit or
payment for the use and benefit of another and having recejveg
it, knowingly and willfully converts such benefit or payment or
any part thereof to a use other than for the use and benefit of
such other person,

shall (i) in the case of such a statement, representation, concealment,
failure, or conversion by ai., person in connection with the furnishing
(by that person) of items or services for which payment is or may be
made under this title, be guilty of a felony and upon convicticn
thereof fined not more than $25,0C0 or imprisoned for not more than
five years or bcth, or (ii} in the case of such a statement, repre-
sentation, concealment, failure, or conversion by any other person,

be guilty of a misdemeanor and upon conviction thereof fined not

more than $10,000 or imprisoned for not more than one year, or both.
In addition, in any case where an individual who is otherwise eligible
for assistance under a State plan approved under this title is
convicted of an offense under the preceding provisicns of this
subsection, the State may at its option (nhotwithstanding any other
provision of this title or of such plan) limit, restrict, or suspend
the eligibiiity of that individual for such period (not exceeding

one year) as it deems appropriate; but the impositicn of a limitation,
restriction, or suspension with respect to the eligibility of any
individual under this sentence shall not affect the eligibility of

any other person for assistance under the plan, regardless of the
relationship between that individual and such other person.

(b) (1) Whoever knowingly and willfully solicits or receives any
remuneration (including any kickback, bribe, or rebate) directly or
indirectly, overtly or covertly, in cash or in kind--,

(A) in return for referring an individual to a person for
the furnishing or arranging for the furnishing of any item or
service for which payment may be made in whole or in part under
this title, or

(B) in return for purchasing, leasing, ordering, or arranging
for or recommending purchasing, leasing, or ordering any good,
facility, service, or item for which payment may be made in
whole or in part under this title,
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shall be guilty of a felony and upon conviction thereof, shall be
fined not more than $25,000 or imprisoned for not more than five
years, or both.

(2) Whoever knowingly and willfully offers or pays any remuneration
(including any kickback, bribe, or rebate) directly or indirectly,
overtly or covertly, in cash or in Kkind to any person to induce such
person--

(A) to refer an i.dividual to a person for the furnishing
or arranging for the furnishing of any item or service for
which payment may be made in whole or in part under this title,
or

(B) to purchase, lease, order, orarrange for or recommend
purchasing, leasing, or ordering any good, facility, service,
or item for which payment may be made in whole or in part under
this title,

shall be guilty of a felony and upon conviction thereof shall be
fined not more than $25,000 or imprisoned for not more than five
years, or both.

(3) Paragraphs (1) and (2) shall not apply to--

(A) a discount or other reduction in price obtained by a
provider of services or other entity under this title if the
reduction in price is properly disclosed and appropriately
reflected in the costs claimed or charges made by the provider
or entity under this title; and

(B) any amount paid by an employer to an employee (who has
a bona fide employment relationship with such employer) for
employment in the provision of covered items or services.

(¢) Whoever knowingly and willfully makes or causes to be made,
or induces or seeks to induce the making of, any false statement or
representation of a material fact with respect to the cenditions or
operation of any institution or facility in order that such institution
or facility may qualify (either upon initial certification or upon
recertification) as a hospital, skilled nursing facility, intermediate
care facility, or home health agency (as those terms are employed in
this title) shall be guilty of a felony and upon conviction thereof
shall be fined not more than $25,000 or imprisoned for not more than
five years, or both.
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(d) Whoever knowingly and wil 1fully--

(1) charges, for any service provided to a patient under a
State plan approved under this title, money or other consideration
at a rate in excess of the rates estabiished by the State, or

(2) charges, solicits, accepts, orreceives, in addition
to any amount otherwise required to be paid under a State plan
approved under this title, any gift, money, donation, or other
consideration (other t.in a charitable, religious, or philanthropic
contribution from an organization or from a person unrelated to
the patient)--

(A) as a precondition of admitting a patient to a
hospital, skilled nursing facility, or intermediate care
facility, or

(B) as a requirement for the patient®s continued stay
in such a facility,

when the cost of the services provided therein to the patient
is paid for (in whole or in part) under the State plan,

shall be guilty of a felony and upon conviction thereof shall be
fined not more than $§25,000 or imprisoned for not more than five
years, or both.

F. Timely Submission ¢f Claims

In order to receive Federal Financial Participation, claims for
covered services provided to eligible Title XIX recipients must be
received by KVMAP within twelve (12) months from the date of

service. Claims received after that date will not be payable. This
policy became effective August 23, 1979.

Claims received more than twelve (12) menths after the date of
service cannot be considered for payment unless documentation is
attached showing timely receipt by KMAiP and subsequent billing
efforts. No more than twelve (12) months can elapse between each
receipt by KMAP of the aged claim. Claim copies are not considered
acceptable documentation of timely billing. An example of required
documentation would be copies of Remittance Statements.

Claims for Title XVIII deductible and/or coinsurance amounts can be
processed after the twelve-month time frame if they are received by
KMAP within six (6) months of the Medicare paid date.

TRANSMITTAL =6
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G. Kentucky Patient Access and Care System (KenPAC)

KenPAC is a statewide patient care system which, as an adjunct to
the Kentucky Medical Assistance Program (KMAP), provides certain
categories of medical assistance recipients with a primary physician
or family doctor. Only those recipients who receive Medicaid under
the Aid to Families with Dependent Children (AFDC), or AFDC-related
categories are covered by K-1PAC. Specifically excluded are: the
aged, blind, and disabled categories of recipients; skilled nursing
facility (SNF), intermediate care facility (ICF), and personal care
(PC) residents; mental hospital recipients; foster care cases; refugee
cases; all spend-down cases; and all Lock-In cases. T¢ aid in dis-
tinguishing from regular KMAP recipients, the kenPAC recipients will
have a green KMAP card with the name, address, and telephone number
of their primary care provider.
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[1l. CONDITIONS OF PARTICIPATION
A. Requirements for Participation

A mental hospital is a facility which is primarily engaged in
providing by or under the supervision of a physician, psychiatric
services for the diagnosis and treatment of mentally ill persons.
To be eligible for particip«tion in the Program, a mental hospital
must meet the Medicare conditions of participation for hospitals

or be deemed to meet those conditions based on accreditation by the
appropriate state agency, have in effect a utilization review plan
and comply with additional staffing and medical record requirements
necessary to carry out an active program of treatment and intensive
care.

1. Appropriate Certification

a. Mental hospitals must be appropriately licensed by the
Commonwealth of Kentucky.

h. Mental hospitals providing services to persons aged 65 and
over must be certified for participation under Title XVIII
of the Social Security Act (Medicare).

C. Mental hospitals must be accredited as a psychiatric
hospital by the appropriate state agency.

2. Out-of-State Mental Hospitals

The Kentucky Medical Assistance Program does not routinely
make payment to out-of-state mental hospitals.

3. Out-of-Country Mental Hospitals

Mental hospitals located outside the United States and
Territories cannot participate in the KMAP.
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B. Application for Participation

A mental hospital that meets the reauirements outlined in
A. Reguirements for Participation can submit an application for
oarticioation to the KMAP. An aoolicant can not bill KMAP for
services provided to eligible recipients prior to the assignment by
KMAP of a provider number. The KMAP will not assign a provider
number until all forms required for the application for participation
are completed by the applicant, returned to the Department for
Medicaid Services, and KMAP staff determine that the applicant is
eligible to participate. Once an applicant is notified in writing of
an assigned KMAP provider number, KMAP can be billed for covered
services provided to eligible recipients. The application shall
include the following:

1. Provider Agreement, MAP-343 (Rev. 5/86) (Appendix IlI-A)
2. Provider Information Sheet, MAP-344 (Rev. 8/85) (Appendix IV-A)

3. Certification of Conditions Met, MAP-346 (Rev. 8/82), if
applicable (Appendix VIII)

This certification shall be completed by all providers who have
completed a Statement of Authorization (MAP-347) for whom the
provider will submit professional component billings to the
KMAP. The certification must be signed by the facility ad-
ministrator and returned to KMAP prior to submission of any
claims for professional component services. A new certification
is required to be submitted for any changes which OCCUr in the
status of these physicians.

4. Statement of Authorization, MAP-347 (Appendix VI)
This statement shall be signed and completed by all hospital-

based physicians who will be providing services to KMAP
recipients, and shall be retained in the hospital files.

5. Copy of accreditation report by the appropriate state agency.
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6. Copy of Title XVlllcertification when serving clients age 65
and over.

7. 1T a provider wishes to submit electronic media claims, the
provider must complete and submit a Provider Agreement Addendum
(MAP-380, Rev. 11/86). If a third party computer billing agency
is used to prepare the media for the provider, the electronic
media billing agency must also complete and submit an Agreement
(MAP-246, Rev. 10/86). These completed forms should be mailed
directly to the Department for Medicaid Services, Facility
Services Branch, 275 East Main Street, Frankfort, Kentucky
40621.

C. Medical Records

Information must be maintained in each recipient®s medical record
which documents the need for admission and/or continued stay and
appropriate utilization of services. Records must show that the
services were furnished to the recipient during periods when the
recipient was receiving intensive treatment services, admission and
related services necessary for a diagnostic study, or equivalent
services. For specific details, please refer to Section IV~
Services Covered; E. Requirements for Inpatient Psychiatric Services.

The record and any other information regarding payments claimed -
must be maintained in an organized central file and furnished to
the Cabinet upon request and made available for inspection and/or
copying by Cabinet personnel.

Failure of the facility to provide to KMAP staff requested
documentation will result in denial of payment for those billed
services.
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D. Termination of Participation

907 KAR 1:220 regulates the terms and conditions of provider partici-
pation and procedures for provider appeals. The Cabinet for Human
Resources determines the terms and conditions for participation of
vendors in the Kentucky Medical Assistance Program and may suspend,
terminate, deny or not renew a vendor®s provider agreement for "good
cause.” "Good cause” is defined as:

1. Misrepresenting or concealing facts in order to receive or to
enable others to receive benefits;

2. Furnishing or ordering services under Medicaid that are sub-
stantially in excess of the recipient®s needs or that fail
to meet professionally recognized health care standards;

3. Misrepresenting factors concerning a facility"s qualifications
as a provider;-

4. Failure to comply with the terms and conditions for vendor
participation in the program and to effectively render service
to recipients; or

5. Submitting false or questionable charges to the agency.
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The Kentucky Medical Assistance Program shall notify a provider in
writing at least thirty (30) days prior to the effective date of
any decision to terminate, suspend, deny or not renew a provider
agreement. The notice will state:

1. Thereasons for the decision;
2. The effective date; ]

3. The extent of its applicability to participation in the Medical
Assistance Program;

4. The earliest date on which the Cabinet will accept a request
for reinstatement;

5. The requirements and procedures for reinstatement; and
6. The appeal rights available to the excluded party.

The provider receiving such notice may request an evidentiary
hearing. The request must be in writing and made within five (5)
days of receipt of the notice.

The hearing shall be held within thirty (30) days of receipt of the
written request, and a decision shall be rendered within thirty (30)
days from the date all evidence and testimony is submitted. Technical
rules of evidence shall not apply. The hearing shall be held before
an impartial decision-maker appointed by the Secretary for Human
Resources. When an evidentiary hearing is held, the provider is
entitled to the following:

1. Timely written notice as to the basis of the adverse decision
and disclosure of the evidence upon which the decision was
based;
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2. An opportunity to appear in person and introduce evidence to
refute the basis of the adverse decision;

3. Counsel representing the provider;

4. An opportunity to be heard in person, to call witnesses, and to
introduce documentary gpd other demonstrative evidence; and

5. An opportunity to cross-examine witnesses.

The written decision of the impartial hearing officer shall state
the reasons for the decision and the evidence upon which the
determination is based. The decision of the hearing officer is the
final decision of the Cabinet for Human Resources.

These procedures apply to any individual provider who has received
notice from the Cabinet of termination, suspension, denial or non-
renewal of the provider agreement or of suspension from the Kentucky
Medical Assistance Program, except in the case of an adverse action
taken under Title XVIII (Medicare), binding upon the Medical As-
sistance Program. Adverse action taken against an individual
provider under Medicare must be appealed through Medicare

procedures.

A mental hospital wishing to terminate its agreement must submit a
written request to the office of the Commissioner, Department for
Medicaid Services at least thirty (30) days prior to the effective
date of any decision to terminate or not renew its agreement.
Services provided to KMAP recipients will be reimbursable by KMAP
only for a period of thirty (30) days after the date of termination
notification.
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IV. SERVICES COVERED

A. Hospital Inpatient Services

1.

Payable admissions are those for recipients age 65 and over or
under age 21, who require psychiatric services on an inpatient
basis.

A recipient who is in vendor payment status and is hospitalized
and receiving covered psychiatric services at the time of the
21st birthday may be covered during a continuous hospitalization
up to the age of 22, if the services continue to be medically
necessary.

There is no maximum placed on duration of stay, provided the
utilization review mechanism functioning in accordance with Title
XVl and/or Title XIX requirements deems the stay to be
medically necessary and states that continued stay can be rea-
sonably expected to improve the recipient™s condition.

Before the KMAP can make full per diem payments for its re-
cipients, the recipient must utilize all applicable benefits
available under Title XVIIlI (Medicare). After exhaustion of
benefit days available under Title XVIII, the utilization review
mechanism of each hospital must then review the records of the
KMAP recipient residing in the facility in accordance with
current Title XIX requirements to determine if an extended stay
is medically necessary nd can be reasonably expected to improve
the recipient s aamdfition,

Inpatient psychiatric hospital services must involve active
treatment which is reasonably expected to improve the patient"s
condition or prevent "further regression, so that eventually such
services will no longer be necessary.
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B. Limitations of Inpatient Services

1. Admissions for diagnostic purposes are covered only if the diag-
nostic procedures cannot be performed on an outpatient basis.

2. Patients may be permitted home visits; however, this must be
clearly documented on billing statements as payment cannot be
made for these days. *

3.  Private accommodations will be reimbursed by KMAP only if
medically necessary and so ordered by the attending physician.
The physician®s orders for and description of reasons for
private accommodations must be maintained in the recipient"s
medical records. If a private room is the only room available,
payment will be made until another room becomes available. If
all rooms on a particular floor or unit are private rooms,
payment will be made. Documentation of such cases shall be
made available to the Program upon request.

C. Exclusions From Coverage
1. Elective admissions.
2. Services to recipients between the ages of 22 and 64.
3. Substance abuse treatment services
4. Qutpatient Services
D. Medicaid Eligibility Requirements
1. Residency Requirements
Under a contractual arrangement with the Department for Medicaid
Services, the Department for Social Insurance determines the
eliaibility of an applicant, or the continuing eligibility of a
recipient for Medicaid benefits. Eligibility of SSI recipients

for Medicaid benefits is determined by the Social Security
Administration. Such determinations are binding upon the KMAP.
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When admitting a patient from another state, the facility should
immediately contact its county Department for Social Insurance
office to assure that the eligibility of out-of-state persons

is correctly determined.

Individuals who are patients in SNF, ICF, ICF-MR facilities, or
Mental Hospitals must meet the following residency requirements:

i . S
-For any individual placed in an institution by any state,
the residence is the state making the placement.

-For institutionalized individuals under age 21 and persons
over age 21 who become mentally incapable before reaching
age 21, their residence is their parent®s or legal
guardian®s state of residence.

-If the parents live in separate states and there is no
appointed legal guardian, the state of residence is the
same as the parent applying for Medical Assistance on the
institutionalized individual®s behalf.

-Ifa parent cannot be located or refuses to apply, a
facility may apply in behalf of an individual. 1In such
instances, the state of residence is considered the state
in which the facility is located even though the applicant®"s
residence would normally be the parents® state of residence.

-For institutionalized persons who become mentally incapable
at or after aae 21, the residence is the state where the
person is physically present, except where another state
makes placement.

-For any mentally capable institutionalized individual over
age 21, the state of residence is the state where he/she is
Tiving with the intention to remain there permanently or
for an indefinite period.

-If residency cannot be determined, as specified above, the
state of residency is the state where the individual is
physically located.
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An individual whose MA eligibility is contingent upon inclusion
as a member of an AFDC related group remains a resident of the
state having jurisdiction of the family case. For example: an
individual included in an AFDC related case does not abandon
residency though forced by illness to seek care in a long term
care facility in another state. Similarly, an individual from
another state included in an AFDC related case in that state
does not establish Kentucky residency so long as he/she remains
an eligible member of “that family group.

A child who is considered to be in the custody of the state
remains a resident of that state having custody, regardless of
the state where placed.

Any Supplemental Security Income (SSI) recipient who is residing
in Kentucky, will continue to receive Medical Assistance from
Kentucky. Residency is not determined.

General Criteria for Determining Appropriateness for Mental
Hospital Benefits

Federal guidelines specify that a Medicaid recipient for whom
Title XIX (KMAP) payment is made must require continuous and
active inpatient psychiatric treatment and care in a facility
specializing in psychiatric treatment and care.

The following may be used as general guidelines in determining
whether a recipient meets Medical Assistance criteria for mental
hospital benefits:

a. Appropriate for Inpatient Care:

(1) Patients with functional psychoses without significant
concurrent illness for whom general hospital care or
outpatient care is not feasible.

(2) Patients who require brief periods of protection from
the consequences of their behavior durirg episodes of
acute disturbance or depression (suicide, homicide,
refusal to eat, etc.).
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(3) Patients with acute or chronic psychiatric illness who
require 24 hour care for diagnostic evaluation and
psychiatric treatment.

(4) Patients with chronic mental illness who require
protection and management, as well as treatment during
periods of disruptive behavior requiring regular and
freauent at*endance of a physician.

(5) Patients with severe organic brain disease whose usual
behavior is unresponsive to medication, and is too
disturbing to be managed at home or in another facility,
such as physically aggressive patient or person
dangerous to himself.

(6) Patients who during episodes of agitation or rest-
lessness produced by a stress situation may require
brief mental hospital treatment.

Inappropriate for Inpatient Care:

The following care needs do not meet the criteria for
mental hospital care:

(1) Persons with major medical problems and minor symptonms, )
or for whom psychiatric consultation might be utilized
rather than mental hospital admission.

(2) Persons with inconsequential lapses of memory and mild
disorientation as a result of chronic brain syndrome,
who are more effectively treated or managed in their
own homes, long term care facility, etc., and for whom
a mental hospital has little to offer and may even
aggravate their confusion.

(3) Patients who need only adequate living accommodations,
economic aid, or social support services.
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E.

KMAP

The above are oeneral guidelines and consideration should be
given to each individual patient"s needs. Federal regulations
instruct that KMAP recipients may remain in a mental hospital
only so long as there is a certified psychiatric need or such
hospitalization can be expected to benefit them by effecting
clinical recovery or significant symptomatic improvement.

Periodic medical and social evaluations should determine at what
point a patient"s pro@-ess has reached the stage where his/her
needs can be met appropriately outside the institution.

Federal regulations emphasize "active treatment" as one of the
necessary elements of inpatient services. Active treatment is
defined as the implementation of a professionally developed in-
dividual plan of care which sets forth treatment objectives and
therapies enabling the individual®s functioning to improve to
the point that institutional care is no longer necessary.

(Title XIX) Requirements for Inpatient Psychiatric Services

A mental hospital may request vendor payment from the KMAP
for inpatient services for eligible KMAP recipients age 65 and
over and under age 21, provided that:

a. Medicare benefits are exhausted; or
b. Recipient is not eligible for Medicare benefits; and
C. Recipient meets Medical Assistance guidelines for mental

hospital care.

PEERVIEW of Indiana is the Professional Review Organization
responsible for conducting the Federally required utilization
review of admissions and continued stays for each Medicaid
recipient admitted to a mental hospital, or who becomes
Medicaid-eligible while in the facility.
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3. Pre-Admission Review

Mental hospital admissions must he prior authorized by PEERVIEW
in order for the KMAP to reimburse the admitting facility.
Prior to the proposed admission, a responsible person in the
facility must contact the PEERVIEW office for pre-admission
review. PEERVIEW has established a toll-free number
(1-800-423-6512) for YMAP pre-admission reviews. This number
will be answered Monday through Friday 8:00-5:30 Central time,
9:00-6:30 Eastern time. In case of weekend or emergency
admissions, the facility must call the first working day
following the admission.

Following a determination that the appropriate criteria have
been met, PEERVIEW office staff will assign a pre-authorization
number which the facility must enter in form locator #91 of the
UB-82 billing form when the billing is submitted for KMAP

payment.

4. The following information must be present in the medical records
for each recipient for whom payment is requested:

a. Medicare Documentation

(1) A copy of the Medicare Remittance Advice or EOMB if
the recipient has Medicare coverage for inpatient psy-
chiatric services; a copy of the Medicare denial
letters when applicable.

(2) If a recipient no longer qualifies for Medicare
benefits prior to the exhaustion of the total number
of days as specified by Medicare, a copy of the
notification letter with the date for denial of
Medicare reimbursement must be retained.

TRANSMITTAL #10 Page 4.7



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

SECTION IV - SERVICES COVERED

b.

Utilization Review Documentation

(1) A copy of the admission Utilization Review performed

for KMAP purposes and the date determined for the next
review for continued stay; continued documentation of
utilization reviews.

The responsibility of the Utilization Committee is to
set forth regulations for concurrent review of the
medical necessity and appropriateness of admissions
and continued stays.

Each admission must be evaluated to assure that the
admission to the facility is medically necessary and
to insure the appropriateness of the admission. All
admissions shall. be-reviewed within one working 9%1
following admission and assigned a specific date by
which the continued stay will be reviewed.

(3) The committee or designee must review a recipient”s

continued stay on or before the expiration of each
assigned continued stay review date.

Note: The Utilization Review process must be repeated
for KMAP recipients; that is, an admission review must
be performed at the time a patient is considered
eligible for Medicaid coverage even though a previous
admission review was done for Medicare.

Certification

A physician"s statement documenting the necessity for

the admission and/or centinued stay must be provided in the
medical records of each eligible recipient in a mental
hospital.

TRANSMITTAL #10

Page 4.8



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

SECTION IV - SERVICES COVERED

This certification is the process whereby a physician
attests in writing to an individual®s need for psychiatric
inpatient care. The certification must be provided on or
not more than 60 days prior to admission to the institution;
or when an individual makes application for Title XIX
benefits while in an institution.

A licensed staffgr consultant physician must sign or
initial and date the certification. Other practi-
tioner®s signature or initials will not be accepted.

d. Recertification

Following the expiration of the initial certification (60

_days from date of signature), if the patient requires
further hospitalization and continues to meet the KMAP
Title XIX requirements for continued hospitalization, a
recertification is necessary.

Recertification is the process whereby the attending or
consultant licensed physician attests in writing that the
patient continues to require psychiatric inpatient care.
This documentation must be signed or initialed and dated by
the physician. Recertification is also valid for only a
60 day period, and therefore must be provided at least
avery sixty (60) days.

e. Plan of Care

A copy of the most recent plan of care established and
approved by the patient®s physician, including the date of
the most recent interdisciplinary review or revision of
the plan of care must be maintained in the patient file.
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V. REIMBURSEMENT

A.

Cost Basis

The KMAP will pay for inpatient psychiatric services provided to
eligible recipients in accordance with the reimbursement policies
and procedures contained in the Cabinet for Human Resources, Title
XIX Inpatient Hospital Reimdursement Manual and Supplement. If not
otherwise specified, this system utilizes allowable cost principles
of the Title XVIII (Medicare) Program.

Prospective Rates

Each participating mental hospital will be paid using a cost-related
prospective payment rate based on the most recent available annual
cost report data with costs trended to the beginning of the rate year
and indexed for inflationary cost increases for the prospective rate
year January 1 through December 31. The prospective rate will be
all-inclusive, in that both routine and ancillary costs will be
reimbursed through the rate.

If unaudited data is utilized to establish the rate, the rate will be
revised when the audited cost report is received from the fiscal
intermediary.

Conditions for Reimbursement
1. PRO/Utilization Review Documentation

The hospital must maintain information in each recipient”s
medical record which documents PEERVIEW's determination regarding
admission and continued stay, the need for admission and/or
continued stay, and assures appropriate utilization of services.
For specific details, please refer to Section IV - Services
Covered; E. Requirements for Inpatient Psychiatric Services.
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2. The Notice of Availability of Income for Long Term Care {(MAP-552)
a. MAP-552/L01 Process and Requirements

Before billing KMAP, the local office of the Department for
Social Insurance (DSI) must initiate a Form MAP-552 after
the patient status has been established in a mental health
facility. e

The Department for Social Insurance initiates action on the
MAP-552 when they have received an Initial Certification
for Long Term Care form (L0l) from the PRO coordinator.

Upon receipt of the L01, the local DSI staff will conduct a
financial investigation of the applicant/recipient and a
determination will be made as to the amount of income that
is to be considered as "available income" to be applied
toward the cost of care.

The completed MAP-552 is sent to the Eligibility Verifi-
cation Section of the KMAP who forwards a copy to the
facility. Receipt of the MAP-552 is notification that the
facility can bill KMAP for services provided to a Kentucky
Medicaid recipient.

Since claims processed prior to entry into the system of
continuing income data will reject, it is recommended that
claims be submitted only after the MAP-552 is received by
the mental hospital.

Whenever there is a change in the amount of the continuing
income received by the recipient (either an increase or a
decrease), a MAP-552 should be prepared by the Department
for Social Insurance eligibility worker. Income data
entered on the MAP-552 remains in effect until a new
MAP-552 1is issued.
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b.

Income Disregard Period

The recipient™s income shall be disregarded through the
month of admission when initially admitted to a mental
health facility; however, for recipients in private pay
status who become Title XIX eligible while in the facility,
there shall be no income disregard period. The continuing
income as indicited on the MAP-552, is to be collected by
the facility from the recipient or responsible party, e.g.
family, guardian or conservator. A direct transfer to
another mental health facility would not begin another
period of income disregard. If the recipient is out of
vendor pavment status for 30 days or more, the Department
for Medicaid Services witt allew-a new income disregard
period.

Collection of Continuing Income for Partial Month of
Service

If a partial month of service is provided, the total amount
of a recipient"s available income is not to be collected.
The computer will automatically prorate the recipient"s
available income and deduct that portion of the income
available for collection for a partial month of service.
The following formula will be used:

Days of Service x Pecipient®s Available Income : Days in
Month = Amount to be Collected from Recipient or
Applicable Income for that Portion of the Month.

Example: —

10 days x $110.00 # 30 days in month = 936.67
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d. Children Committed to the Custody of the Department for
Social Services

For payments to be made in a timely manner, the local
Department for Social Insurance must he notified of the
placement of children in a mental hospital by the De-
partment for Social Services. If a MAP-552 has not been
received within sixty (60) days after an LOl has been
issued by the PRO Coordinator, contact the Division of
Familv Services within the Department for Social Services.
Questions concerning placement of children who are
committed to the custody of the Department for Social
Services may be addressed to the Director"s Office of the
Division of Family Services at (502) 564-5813.

D. Pavment From Recipient

The KMAP requires all mental hospitals that participate in the
Program to report_all payments or deposits made toward a recipient's
account, regardless of the source of payment. In the event that the
hospital receives payment from an eligible KMAP recipient for a
covered service, KMAP regulations preclude payment being made by the
Program for that service unless documentation is received that the
payment has been refunded. This policy does not apply to payments
made by recipients for non-covered services.

E. Equal Charge

The charge made to KMAP should be the same charge made for comparable
services provided to any party or payor.

F. Reimbursement to Out-of-State Facilities

The rate of reimbursement for covered psychiatric inpatient services
provided by out-of-state providers will be set at seventy-five
nercent (75%) of usual and customary charges. Professicral component
services will be reimhursed at one hurdred percent (100%) of usual
and customary charges.
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G. Duplicate“or Inappropriate Payments

Any duplicate or inappropriate payment by the KMAP, whether due to
erroneous billing or payment system faults, must be refunded to the
KMAP.  Refund checks should be made payable to "Kentucky State
Treasurer™ and sent immediately, to:

EDS i
P.0. Box 2009
Frankfort, KY 40602

ATTN:  Cash/Finance Unit

Failure to refund a duplicate or inappropriate payment could be
interpreted as fraud or abuse, and prosecuted as such.

H.- Professional Component of Hospital-Based Physicians

Under the KMAP, hospital-based physicians are defined in the same
manner as in Title XVIII Provider Reimbursement Manual, HIM-15, and
may include all contract and/or salaried physicians.

1. A physician is considered a hospital-based physician when he or
she enters into a contractual agreement with either a salary or
percentage arrangement with the hospital to provide a service
for patients. The cost of salary or contract must be recognized
as a reimbursable cost before it can be reimbursed by the KMAP.

2. The KMAP will require that hospitals who bill for services
provided its recipients by any or all of the hospital-based
physicians maintain their records of payment on behalf of those
physicians in such manner that the Program can obtain from
hospital records exact information regarding amounts paid by the
KMAP on behalf of each physician.

TRANSMITTAL #10 Page 5.5




|t e it 4 S e e e ————m e

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

SECTION V - REIMBURSEMENT

Days

The KMAP will make payment to the hospital for the services of
hospital-based physicians who have entered into financial
agreements with the hospital for the purpose of providing
services to patients of the hospital. This professional
component payment will be included in the hospital®s prospective
rate of reimbursement. In order for the KMAP to make payment to
the hospital in this mnner, the hospital must obtain from the
physician a completed "Kentucky Medical Assistance Program
Statement of Authorization" (Form MAP-347, 8/82) as outlined in
Section Il B of this manual. Failure by providers to comply
with this requirement when billing for professional component
services could be interpreted as fraud or abuse.

Inpatient services provided to KMAP recipients by those hospita
based physicians meeting the above definition and filing the
Statement of Authorization with the hospital, will be covered by
the KMAP as long as the services are within the scope of the
KMAP and the physician®s contractual/financial arrangements

with the hospital. These physicians cannot bill Medicaid for
these services under any other Program element, and must have
face-to-face contact with the recipient.

This policy shall not preclude non-hospital-based physicians
from billing for psychiatric services provided to eligible
Medicaid recipients under the Physician®s Program element of
KMAP .

For Medicaid purposes, a day is considered in relation to the
midnight census.

Medicaid can pay the date of admission but cannot pay the date
of discharge (death); however, ancillary charges incurred on
the date of discharge (death) are KMPP allowable covered
charges.

Recipients/responsible parties cannot be billed for the
date of discharge (death).
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J. Personal lItems as a Component of Routine Costs

Patient convenience items (e.g. - toothpaste, toothbrushes,
deodorants, paper tissues, mouthwashes, etc.) furnished routinely
and relatively uniformly to all patients are considered part of
routine services. These items are to be provided without cost to
the recipient and are not billable to recipients/responsible
parties. 4
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VI.

REIMBURSEMENT IN RELATION TO MEDICARE

A.

Deductible and Coinsurance for Hospital Services

Part A Medicare

The Kentucky Medical Assistance Program will make payment on behalf
of those Title XIX recipieiits who are al so entitled to benefits under
Title XVIII, Part A of Public Law 89-97 for the inhospital deductible
imposed under Title XVIII, Part A.

The KMAP will provide reimbursement for the recipient™s Part A
deductible and coinsurance days. Amounts due from KMAP will depend
upon the benefit period as established by Medicare (Title XVIII).
Amounts payable by KMAP for Part A services will be in accordance
with amounts as listed on the Medicare Remittance Advice and/or EOMB.
The coinsurance amount for the 61st-90th day is 1/4 of the applicable
deductible amount. The KMAP elects not to make payment in accordance
with Medicare provisions for lifetime reserve days due to the
characteristics of the Medicaid prospective rates established for
mental hospitals. Such days are not available under Medicare where
average charges do not exceed one-half the inpatient hospital de-
ductible amount, and are treated as non-covered days by Medicare.
When payment could be appropriate for lifetime reserve days, Medicaid
will make payment at the hospitals Medicaid established per diem
rate. Payment for coinsurance days may be for a maximum of thirty
(30) days. When these are exhausted, and the recipient is still
hospitalized, the remaining days payable will be Title XIX.

Part B Medicare

The KMAP will also provide payment for the recipient®s Title XVIII
(Medicare) inpatient, Part B deductible and/or coinsurance of all
allowed charges approved by Medicare; Amounts payable by Title XIX
(Medicaid) will be the amounts listed on the Medicare Remittance
Advice or EOMB.
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When requesting payment for deductible and/or coinsurance days (Title
XVIII, Part A) or deductible and/or coinsurance amounts (Title XVIII,
Fart B) for inpatient services provided to recipients, the Medicare
Remittance Advice or EOMB must be attached to the UB-82.

Amounts payable by KMAP will be reduced by amounts collected from
other sources.

b3
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VIT.REIMBURSEMENT in RELATION T0o THIRD PARTY COVERAGE (EXCLuping MEDICARE)

A. General

To expedite the Medicaid claims processing payment function, the
provider of Medicaid services must actively participate in the
identification of third party resources for payment on behalf of the
recipient. At the time the:provider obtains Medicaid billing informa-
tion from the recipient, he/she should determine if additional
resources exist. Providers have an obligation to investigate and to
report the existence of other insurance or liability by completing

the TPL Lead Form and forwarding it to:

EDS

P.0. Box 2009
Frankfort, KY 40602
Attention: TPL Unit

The provider®s cooperation will enable the Kentucky Medicaid Program
to function more efficiently. Medicaid is the payor of last resort.

B. Identification of Third Party Resources

Pursuant to KRS 205.662, prior to billing the Kentucky Medical Assis-
tance Program, all participating providers shall submit billings for
medical services to a third party when such provider has prior
knowledge that such third party may be liable for payment of the
services.

In accordance with KRS 205.624, Medicaid recipients® right to third
party payment is assigned to the Cabinet for Human Resources. Please
refer to the reverse side of the recipient"s Medical Assistance
Identification Card for the recipient®s assignment of benefits which
state's :  "You are hereby notified that under State Law, KRS 205.624,
your right to third party payment has been assigned to the Cabinet
for the amount of medical assistance paid on your behalf."
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In order to identify those recipients who may be covered through a
variety of health insurance resources, the provider should inquire
if the recipient meets any of the following conditions: Is the
recipient married or working? If so, inquire about possible health
insurance through the recipient™s or spouse"s employer. |If the
recipient is a minor, ask about insurance the mother, father, or
guardian may carry on the recipient. Incases of active or retired
militarys personnel, request~information about CHAMPUS coverage and
social security number of the policy holder. For people over 65 or
disabled, seek a Medicare number. Ask if the recipient has health
insurance such as Q_Meawcare Suppiement xolicy, cancer, accident, or
indemnity policy, _group health or individual insurance, etc.

Examine the recipient®s MAID card for an insurance code. Ifa code
indicates insurance coverage, question the recipient further
regarding the insurance.

Following is a list of the insurance codes on the MAID card:

A - Part A, Medicare only
Part B, Medicare only
Both Parts A and B Medicare
Blue Cross/Blue Shield
Blue Cross/Blue Shield/Major Medical
Private medical insurance
- Champus
- Health Maintenance Organization
~ Other and/or unknown
- Absent Parent"s insurance
- None
United Mine Workers
- = Black Lung

O u»
|
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Private Insurance

If the recipient has third party resources, then the provider must
obtain payment or rejection from the third party before Medicaid can
be billed. When payment is received, the provider should indicate on
the claim form in the appropriate field the amount of the third party
payment and the name and policy number(s) of health insurance covering
the recipient. Ifthe third party rejected the claim, a copy of the
rejection notice must be attached to the Medicaid claim.

Exceptions:

*1f the other insurance company has not respnnded within 120 days
of the date a claim is submitted to the insurance company, submit
with the Medicaid claim a copy of the other insurance claim
indicating "NO RESPONSE" on the Medicaid claim form. Then forward
a completed TPL Lead Form to:

EDS

P.0. Box 2009
Frankfort, KY 40602
Attn: TPL Unit

*1f proof of denial for the same recipient for the same or related
services from .the insurance company is attached to the Medicaid -
billing, claims processing can proceed. The denial cannot be more
than six months old.

*A letter from the provider indicating that he/she contacted XYZ
insurance company and spoke with an agent to verify that the re-
cipient was not covered, can also be attached to the Medicaid claim.
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D. Medicaid Payment for Claims Involving a Third Party
If youhave questions regarding third party payors, please contact:

EDS
Third Party Unit

.C» Box 2009
Frankfort, KY 40602

(800) 372-2921
or
(502) 227-2525

Claims meeting the requirements for KMAP payment will be paid in the
following manner if a third party payment is identified on the claim.

The amount paid by the third party will be applied to any non-covered
days/services and any remaining monies will be deducted from the KMAP
payment. 1T the third party payment amount exceeds the Medicaid
allowed amount, the resulting KMAP payment will be zero. Recipients
cannot be billed for any difference in covered charges and the
Medicaid payment amount. All providers have the choice iIn
determining if this type of service should be billed to the KMAP;
however, if KMAP is billed for the service, the Program guidelines
must be followed. When providers bill the KMAP, providers must
accept Medicaid payment as payment in full.

If the claims for a recipient are payable by a third party resource
which was not pursued by the provider, the claim will be denied.
Along with a third party insurance denial explanation, the name and
address of the insurance company, the name of the policy holder, and
the policy number will be indicated. The provider must pursue
payment with this third party resource before billing Medicaid again.

Itemized statements should be stamped "Medicaid Assigned” when they
are forwarded to insurance companies, attorneys, recipients, etc.
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As a result of the passage of recent legislation, any time a Medicaid
recipient requests an itemized bill and KMAP has made payment or has
been billed for payment, the hospital must release the bill. Each
page should be stamped indicating that the bill is for informational
purposes only. In addition, the hospital should complete the TPL
Lead Form and forward it to the KMAP.

E. Amounts Collected from Othen/Sources

1. 1T subsequent to billing KMAP, a provider receives monies for a
service which, when added to KMAP's and all other payments for
the service, creates an excess over the defined maximums, then
that excess amount must be refunded to KMAP up to the total
amount paid by KMAP. Refunds from state hospitals must be in
the form of the appropriate inter-accounting notice to the KMAP
and must clearly indicate the recipient®s account to which it
applies. Such refunds will routinely be adjusted on future
checks to the facility unless a refund check is specifically
requested by the KMAP. Refund checks should be made payable to
the "Kentucky State Treasurer™ and mail directly to: EDS, P.O.
Box 2009, Frankfort, KY 40602, Attn: Cash/Finance.

2. When verification exists that the recipient has received monies
from a liable third party for services paid by KMAP, the provider
will be required to refund the full amount paid by KMAP and may
seek total charges from the recipient. |If the recipient did not
receive enough monies to cover the total service, the provider
may rebill KMAP, showing all amounts received from other sources.

F. Accident and Work Related Claims

For claims billed to KMAP that are related to an accident or work
related incident, the provider should pursue information relating to
the accident. If an attorney, employer, individual or an insurance
company is liable for payment, payment must be pursued from the
liable party. |If the liable party has not been determined, attach
copies of any information obtained, such as the names of attorneys,
other involved parties and/or the recipient®s employer to the claim
when submitting to KMAP for Medicaid payment.
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VIII.COMPLETION OF INVOICE FORM
A. General

The UB-82 invoice must be used to bill for services provided in a
mental hospital to eligible Medicaid recipients. Typing of this form
is encouraged, since an invoice cannot be processed unless the
information supplied is conzlete and legible. A copy of this form
may be found in Appendix VIl of this manual.

Claims for covered mental hospital services provided to eligible
recipients are required to be submitted monthly to KMAP. A full
calendar month®"s billing is required unless the recipient is newly
admitted to the facility during a portion of the month, is discharged,
expires, or until authorization for benefit provisions is withdrawn
by the PRO on the basis that further stay is not medically necessary.
Providers may not split-bill for a month"s service - i.e. - submit
bills more frequently than a full calendar month (1st through 15th;
16th through 31st).

A separate UB-82 billing form is to beused for each recipient.
The original UB-82 invoice must be submitted monthly to:

EDS
P.0. Box 2045
Frankfort, KY 40602

Under Federal Regulation (42 CFR 447.45) effective August 23, 1979,
a requirement relating to timely submission of claims under Title
XIX was added. Providers must submit claims within twelve (12)
months of the date of service.

IMPORTANT:  The recipient®s Kentucky Medical Assistance ldentifica-
tion Card should be carefully checked to verify that the recipient’s
name appears on the card as an eligible recipient and that the card
is valid for the dates of services to be provided. Services provided
to an ineligible person are not reimbursable.
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Form

Locator

1

Completion of UB-82 MEDICAID ONLY

Following are instructions in form locator order for billing Medicaid
services on the UB-82 billing statement (completion of UB-82 for
Medicare/Medicaid coinsurance and/or deductible is found in Section
VIII Cof this manual). Only instructions for form locators required
for EDS processing or KMAP information are included. Instructions
for form locators not used by EDS/KMAP processing may be found in the
UB-82 Training Manual. The:UB-82 Training Manual may be obtained
from the Kentucky Hospital Association.

PROVIDER NAME AND ADDRESS

Enter the complete name and address of the facility. The telephone
number including area code, is desired.

PATIENT CONTROL NUMBER

Enter the patient control number. The first 7 digits will appear on
the Remittance Advice.

TYPE OF BILL

Enter the applicable 3 digit code that describes type of bill.

1st Digit (Type Facility): 1 = Hospital
2nd Digit (Bill Class): 1 = Inpatient (includes Medicare Part A)
2 = Inpatient (Medicare Part B only)
3rd Digit (Frequency): 1 = Admit through discharge claim
2 = Interim Billing (First Claim)
3 = Interim Billing (Continuing Claim)
4 = Interim Billing (Last Claim)
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SECTION VIII - COMPLETION OF INVOICE FORM

Form
Locator
8 MEDICAID PROVIDER NUMBER
Enter the facility"s 8-digit Kentucky Medicaid Provider number.
10 PATIENT NAME
Enter the name of the recipient in-last name/first name sequence as
shown on his/her current Medical Assistance ldentification (MAID)
card.
15 DATE OF ADMISSION
Enter the date on which the recipient was admitted to the facility
in month, day, year sequence and in numeric format (e.g., 01/03/86).
21 PATIENT STATUS CODE
Enter the applicable 3 digit patient status code (a list of the
codes and descriptions are found in Section Il of the UB-82manual).
22 STATEMENT COVERS PERIOD
From - Enter the beginning date of the billing period covered by
this invoice in month, day, year sequence and in numeric
format.
Through = Enter the last date of the billing period covered by
this invoice in month, day, year sequence and in numeric
format (must be the same calendar month as the from date).
23 COVERED DAYS

Enter the number of days during the billing month that the recipient
was actually in the facility. (Do not bill for the day on which

the recipient was temporarily discharged.) Data entered in Form
Locator 23 must agree with accommodation units entered in Form
Locator 52.
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Form
Locator

24

28

50

51

52

53

NON-COVERED DAYS

Enter the number of days during the billing month that the recipient
was temporarily out of the facility (e.g. home leave, etc.).

OCCURRENCE '

Required for final bill if date of discharge is different from the
through date (#22). Enter code 42 (discharge) and the discharge date.

DESCRIPTION

Enter the UB-82 standard abbreviation corresponding to the appropriate
3-digit revenue code for room, board, and ancillary charges.

DAILY ROOM CHARGE

Enter the facility"s usual and customary per diem room charge.
REVENUE CODE

Enter the 3 digit revenue code for the Room, Board, or Ancillary
service being billed (A LIST OF THE REVENUE CODES ACCEPTED BY KMAP
CAN BE FOUND IN APPENDIX XVI). Revenue code 001 (Total Charges) must
be the last revenue code listed.

UNITS

Enter the number of days/units (if more than 1)for each service
billed.

TOTAL CHARGES

Enter the line charges for services provided within days being billed
toKMAP.(DAYS/UNITS X PER DIEM/Per uNIT CHARGE = LINE CHARGE)." The
total covered charges must be listed on a line corresponding with
revenue code 001 (Total Charges).
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SECTION VIII - COMPLETION OF INVOICE-FORM

Form

Locator

o7

63

65

68

77

78
THRU
81

PAYER

Enter the name of each payer (e.g. Medicaid, Private Insurance,
etc.) from which the proviier might expect payment.

PRIOR PAYMENTS

Enter the total amount (if any) received from private insurance (the
amount should be listed on the corresponding line with the payer in
form locator #57). Neither Medicare payment amount, Medicaid payment
amount, nor the recipient continuing income amount is to be entered.

INSURED"S NAME

Enter the name of the recipient in last name/first name sequence as
shown on his/her current MAID card.

MEDICAL ASSISTANCE ID NUMBER

Enter the recipient®s 10 digit identification number exactly as
shown on his/her current MAID card.

PRINCIPAL DIAGNOSIS CODE

Enter the ICD-9-CM diagnosis code for which the recipient is receiving
treatment.

OTHER DIAGNOSIS CODES

Enter other ICD-9-CM diagnosis codes (if any) for which the recipient
is receiving treatment.
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C. Medicare/Medicaid Coinsurance and/or Deductible

When submitting claims to KMAP/EDS for Medicare coinsurance and/or
deductible, a UB-82 should be completed according to the instructions
shown in Section VIII B of this manual with the follewing additions:

1. The Medicare deductible amount (if any) due from Medicaid should
be entered in form qug}or #60 (Deductible) on the corresponding
line (a, b, or c) listing Medicare as a payer (form locator #57).

2. The Medicare coinsurance days (if any) billed to Medicaid should
be entered in form locator #25 (coinsurance days). The Medicare
coinsurance amount (if any) due from Medicaid should be entered
in form locator #61 (Coinsurance) on the corresponding line (a,
b, or ¢) listing Medicare as a payer (form locator P57).

A copy of the corresponding Medicare Remittance Advice MUST be
attached to the UB-82.
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IX. REMITTANCE STATEMENT
A. General

The EDS Remittance Statement (Remittance Advice) furnishes the
provider with an explanation of the status of those claims EDS
processed. The Remittance Statement accompanies the payment check
and is divided into six se&ions.

The first section provides an accounting of those claims which are
being paid by the KMAP with the accompanying payment check.

The second section provides a list of claims which have been rejected
(denied) in total by the KMAP with the corresponding Explanation of
Eenefit (ECB) code.

The third section provides a list of claims EDS received which did
not complete processing as of the date indicated on the Remittance
Statement.

The fourth section provides a list of claims received by EDS that
could not be processed as the result of incomplete claim informa-
tion. These claims have been returned to the provider along with a
cover letter that explains the reasons for the return.

The fifth section includes the summation of claims payment activity
as of the date indicated on the Remittance Statement and the year-
to-date claims payment activities.

The sixth section provides a list of the EOB codes which appeared on
the dated Remittance Statement with the corresponding written expla-
nation of each EUB code.

Claims appearing in any section of the Remittance Statement will be
in alphabetical order according to the patient®s last name.
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ITEM
INVOICE
NUMBER
RECIPIENT
NAME

RECIPIENT
NUMBER

INTERNAL

Medicare Deductibles and Coinsurance

The explanation of payment for any Medicare deductibles and coin-
surance will appear on a separate page from regular KVMAP claims

and in a slightly different format. The provider should bill the
Medicare Program for any Medicare covered services rendered to
recipients over 65 and othey eligible persons (the disabled and the
blind). The Medicare Program does not cover the patient"s deductible
and coinsurance amounts, but the KMAP will make payment of these
amounts for KMAP eligible recipients.

Section I - Claims Paid

An example of the first section of the Remittance Statement is shown
in Appendix IXP.l. This section ]ists all of those claims for which
payment is being made. On the page immediately following are
item-by-item explanations of each individual entry appearing on

this section of the Remittance Statement.

EXPLANATION OF REMITTANCE STATEMENT
FOR MENTAL HOSPITAL SERVICES

The preprinted invoice number (or patient account number) ap-
pearing on each claim form-is printed in this column for the
provider®s reference

The name of the recipient as it appears on the Department®s file
of eligible Medicaid recipients

The Medical Assistance |.D.Number of the recipient as shown on
the claim form submitted by the provider

The internal control number (ICN) assigned to the claim for

CONTROL NO. identification purposes by EDS
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DATES OF
SERVICES.

TOTAL CHARGES
PROFESSIONAL
COMPONENT

AMT. FROM
OTHER SRCS

CLAIM PMT
AMOUNT

EOB

ACCOM/ANCIL

QTy
LINE NO.

LINE ITEM
CHARGE
LINE ITEM PMT

PROF COMP

EOB

The earliest and latest dates of service as shown on the claim form
The total charges billed by the provider for the services on
this claim form

That portion of the charges billed by the provider that
represents the professjonal component payable by the Program

The amount indicated by the provider as received from a source
other than the Medicaid Program for services on the claim

The amount being paid by the Medicaid Program to the provider for
this claim

For explanation of benefit code, see back page of Remittance
Statement

The accommodation and ancillary charges in Form Locator 53 of"
the UB-82

The number of procedures/supply for that line item charge
The number of the line on the claim being printed

The charge submitted by the provider for the procedure in the
line item

The amount being paid by the Medicaid Program to the provider
for a particular line item

That portion of the charges billed by the provider that
represents the professional component payable by the program
for that line item

Explanation of benefit code which identifies the payment
process used to pay the line item
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D. Section Il - Denied Claims

The second section of the Remittance Statement appears whenever one
or more claims are rejected in total. This section lists ail such
claims and indicates the EOB code expiaining the reason for each
claim rejection. (Appendix IX Page 2)

All items printed have beei¥ previously defined in the descriptions of
the paid claims section of the Remittance Statement.

E. Section 11l ~ Claims in Process

The third secticn of the Remittance Statement (Appendix IX Page 3)
lists those claims which have been received by ELS but which were not
adjudicated as of the date of this report. A claim in this category
usually has been suspended from the normal processing cycle because
of data errors or the need for further review. A claim only appears
in the Claims In Process section of the Remittance Statement as long
as it remains in process. At the time a finai determination can be
made as to claim disposition (payment or rejection) the claim will
appear in Section | or Il of the Remittance Statement.

F. Section IV « Returned Claims

The fourth section of the Remittance Statements (Appendix IX Page 4)
lists those claims which have been received by ECS and returned to
the provider because required information is missing from the claim.
The claim has been returned to the provider with a cover sheet which
indicates the reason(s) that the claim has been returned.
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G. Section V - Claims Payment Summary

This section is a summary of the claims payment activities as of the
date indicated on the Remittance Statement and the year-to-date (YTD)
claims payment activities.

CLAIMS PAID/DENIED the total number of finalized claims which have been

AMOUNT PAID

WITHHELD AMOUNT

NET PAY AMOUNT

CREDIT AMOUNT

NET 1099 AMOUNT

determined to be :enied or paid by the Medicaid Program,
as of the date indicated onthe Remittance Statement and
YTD summation of claim activity

the total amount of claims that paid as of the date on the
Remittance Statement and the YTD summation of payment
activity

the dollar amount that has been recouped by Medicaid as of
the date on the Remittance Statement (and YTD summation
of recouped monies)

the dollar amount that appears on the check

the dollar amount of a refund that a provider has sent in
to EDS to adjust the 1099 amount (this amount does not
affect claims payment, it only adjusts the 1099 amount)

the total amount of money that the provider has received
from the Medicaid Program as of the date on the Remittance
Statement and the YTD total monies received taking into
consideration recoupments and refunds

H. Section VI- Description of Explanation Codes Listed Above

Each EOB code that appeared on the dated Remittance Statement will
have a corresponding written explanation pertaining to payment,
denial, suspension and return for a particular claim (Appendix IX

Page 5).
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A. Correspondence Forms Instructions
Type of
Information Time Frame
Requested for_Inquiry Mailing Address
Inquiry 6 weeks after EDS
billinze P.0. box 2009
Frankfort, KY 40602
ATTN:  Communications Unit
Adjustment Immediately EDS
P.0. Box 2009
Frankfort, KY 40602
ATTN: Adjustments Unit
Refund Immediately EDS
P.0. Box 2009
Frankfort, KY 40602
ATTN:  Cash/Finance Unit
Type of
Information
Requested Necessary Information
Inquiry 1. Completed Inquiry Form
2. Remittance Advice or Medicare EOMB, when
applicable
3. Other supportive documentation, when needed,

such as a photocopy of the Medicaid claim
when a claim has not appeared onan R/A
within a reasonable amount of time
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Type of
Information
Requested Necessary Information
Adjustment 1. Completed Adjustment Form
2. Photocopy of the claim in question
3 ngtocopy of the applicable portion
of” the R/A in question
Refund 1. Refund Check
2. Photocopy of the applicable portion
of the R/A in question
3. Reason for refund
B. Telephoned Inquiry Information

What is Needed?

Provider number

Patient"s Medicaid 1D number
Date of service

Billed amount

- Your name and telephene number

When to Call?

= When claim is not showing on paid, In process or denied sections
of the R/A within 6 weeks

- When the status of claims are needed and they do not exceed
five in number

Where to Call?

- Toll-free number 1-800-372-2921 (within Kentucky)
- Local (502) 227-2525
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C. Filing Limitations

New Claims 12 months from date of service
Medicare/Medicaid
Crossover Claims 12 months from date of service

. NOTE: If the claim is a Medicare
crossover claim and is received by
EDS more than 12 months from date of
service, but less than 6 months from
the Medicare adjudication date, EDS
considers the claim to be within the
filing limitations and will proceed
with claims processing.

Third-Party
Liability Claims 12 months from date of service

NOTE: If the other insurance company
has not responded within 120 days of
the date a claim is submitted to the
insurance company, submit the claim
to EDS indicating "NO RESPONSE"™ from
the other insurance company.

Adjustments 12 months from date the paid claim
appeared on the R/A
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D. Provider Inquiry Form

The Provider Inquiry form should be used for inquiries to

EDS regarding paid or denied claims, billing concerns, and-claim
status. (If requesting more than one claim status, a Provider
Inquiry form should be completed for each status requestt)) The
Provider Inquiry Form should be completed in its entirety and mailed
to the following address: -

EDS
P.0. Box 2009
Frankfort, KY 40602

Supplies of the Provider Inquiry form may be obtained by writing to
the above address or contacting EGS Provider Relations Unit at
1~(800)-372-2921 or 1-(502)-227-2525.

Please remit both copies of the Provider Inquiry form to EDS. Any
additional documentation that would help clarify your inquiry should
be attached. EDS will enter their response on the form and the
yellow copy will be returned to the provider.

It is_not necessary to complete a Provider Inquiry form when resub-
mitting a denied claim.

Provider Inquiry forms may not be used in lieu of KMAP claim forms,
Adjustment forms, or any other cocument required by KMAP.

Incertain cases it may be necessary to return the inquiry form to
the provider for additional information if the inquiry is illegible
or unclear.

Instructions for completing the Provider Inquiry form are found on
the next page.
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Following are field by field instructions for completing the Provider Inquiry

form:
Field Number Instructions

1 Enter your 8-digit Kentucky Medicaid Provider Number.

2 Enter your Provider Name and Address.

3 Enter the Medicaid Recipient®s Name as it appears on the
Medical Assistance |.D. Card.

4 Enter the recipient®s 10 digit Medical Assistance ID
number .

5 Enter the Billed Amount of the claim on which you are
inquiring.

6 Enter the Claim Service Date(s).

7 If you are inquiring in regard to an in-process, paid, or
denied claim, enter the date of the Remittance Advice
listing the claim.

8 IT you are inquiring in regard to an in-process, paid, or
denied claim, enter the 13 digit internal control number
listed on the Remittance Advice for that particular claim.

9 Enter your specific inquiry.

10 Enter your signature and date of the inquiry.
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E. Adjustment Request Form

The Adjustment Request form is to be used when requesting a change on
a previously paid claim. This does not include denied claims or

claims returned to the provider for requested additional information
or documentation.

For prompt action and respOﬁEe to the adjustment requests, please
complete all items. COPIES OF THE CLAIM AND THE APPROPRIATE PAGE OF
THE R/A MUST BE ATTACHED TO THE ADJUSTMENT REQUEST FORM. If items are
not completed, the form may be returned.

Field Number Description

1 Enter the 13-digit claim number for the
particular claim in question.

2 Enter the recipient®s name as it appears on
the R/A (last name first).

3 Enter the complete recipient identification
number as it appears on the R/A. The complete
Medicaid number contains 10 digits.

4 Enter the provider®s name, address and complete
provider number.

5 Enter the "From Date of Service" for the claim
in question.

6 Enter the "To Date of Service* for the claim
in question.

7 Enter the total charges submitted on the original
claim.
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Field Number Description

8 Enter the total Medicaid payment for the claim
as found under the "Claims payment Amount"
column on the R/A.

9 Enter the R/A date which is found on the top
left corzer of the remittance. Please do not
enter the date the payment Was received or

posted.

10 Specifically state WHAT is to be adjusted on
the claim (i.e. date of service, units of
service).

11 Specifically state the reasons for the request

adjustment (i.e. misccded, overpaid, underpaid).

12 Enter the name of the person who completed the
Adjustment Request Form.

13 Enter the date on which the form was submitted.

Mail the completed Adjustment Request form, claim copy and Remittance
Advice to the address on the top of the form.

To reorder these forms, contact the Provider Relations Unit by mail:
EDS
P.0. Box 2009
Frankfort, KY 40602

Be sure to specify the number of forms you desire. Allow 7 days for
delivery.
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KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

Ambulatory Surgical Center Services

Medicaid covers medically necessary services performed in ambulatory surgical
centers.

Birthing Center Services

Covered birthing center services include an initial prenatal visit, follow-up

prenatal visits, delivery and up to two follow-up postnatal visits within 4-6
weeks of the delivery date.

Dental Services

Coverage is limited but includes X-rays, filiings, simple extractions, and
emergency treatment for pain, infection and hemorrhage. Preventive dental care
is stressed for individuals under age 21.

Family Planning Services

Comprehensive family planning services are available to all eligible Title XIX
recipients of childbearing age and those minors who can be considered sexually
active. These services are offered through participating agencies such as
local county health departments and independent agencies, i.e., Planned
Parenthood Centers. Sericesare also available through private physicians.

A complete physical examination, counseling, contraceptive education and
educational materials, as well as the prescribing of the appropriate contra-
ceptive method, are available through the Family Planning Services element of
the KMAP. Follow-up visits and emergency treatments are also provided.

Hearing Services

Hearing evaluations and single hearing aids, when indicated, are paid for by
the program for eligible recipients, to the age of 21. Follow-up visits, as
well as check-up visits, are covered through the hearing services element.
Certain hearing aid repairs are also paid through the program.
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Home Health Services

Skilled nursing services, physical therapy, speech therapy, occupational

therapy and aide services are covered when necessary to help the patient remain
at home. Medical social worker services are covered when provided as part of
these services. Home Health coverage also includes disposable medical supplies;
and durable medical equipment, appliances and certain prosthetic devices on a
preauthorited basis. Coverage for home health services is not limited by age.

Hospital Services

Inpatient Services

KMAP benefits include reimbursement for admissions to acute care hospitals for
the manaaement of an acute illness, an acute phase or complications of a
chronic illness, injury, impairment, necessary diagnostic procedures, maternity
care, and acute psychiatric care. All non-emergency hospital admissions must
be preauthorized by a Peer Review Organization. Certain surgical procedures
are not covered on an inpatient basis, except when a life-threatening situation
exists, there is another primary purpose for admission, or the physician
certifies a medical necessity requiring admission to the hospital. Elective
and cosmetic procedures are outside the scope of program benefits unless
medically necessary or indicated. Reimbursement is limited to a maximum of
fourteen (14) days per admission.

Qutpatient Services

Benefits of this program element include diagnostic, therapeutic, surgical and
radiological services as ordered by a physician; clinic visits, selected
biological and blood constituents, emergency room services in emergency
situations as determined by a physician; and services of hospital-based
emergency room physicians.

There are no limitations on the number of hospital outpatient visits or
services available to program recipients.
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Laboratory Services

The following laboratory tests are covered when ordered by a physician and done
in a laboratory certified by the Department of Health and Human Services:

Cultures (Screening)

Blood Culture (definitive)
Stool (Ova and parasites)
Smears for Bacteria, Stained
Bilirubin

Bleeding Time

Red Blood Count

Hemoglobin

White Blood Count
Differential

Complete Blood Count
Cholesterol

Clotting Time

Hematocrit

RA Test (Latex Agglutinations)
Acid Phosphatase

Alkaline Phosphatase
Potassium

Prothrombin Time
Sedimentation Rate

Uric Acid

Stool (Occult Blood)

Pap Smear

Urine Analysis

Urine Culture

Sensitivity Testing

Pregnancy Test

CPK/Creatine

Thyroid Profile

13

T4

Glucose Tolerance
Electrolytes
Dilantin/Phenobarbital/Drug
Abuse Screen

Arthritis Profile

VDRL

Glucose (Blood)

SGOT or SGPT (Serum Transaminase)
Blood Typing

Blood Urea Nitrogen

Sodium

Any 3 or More Automated Tests
Rubella

Therapeutic Drug Monitoring
Lithium

Theophylline

Digoxin

Digitoxn

Long-Term Care Facility Services

Skilled Nursing Facility Services

The KMAP can make payment to skilled nursing facilities for:

A. Services provided to Medicaid recipients who require twenty-four (24)
skilled nursing care and/or skilled services which as a practical matter
can only be provided on an inpatient basis.*
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B. Services provided to recipients who are also medically eligible for
Medicare benefits in the skilled nursing facility.

-Coinsurance from the 21st through the 100th day of this Medicare
benefit period.

-Full cost for the full length of stay after the 100th day if
24-hour skilled nursing care is still required.*

¥

*Need for skilled nursing care must be certified by a Peer Review
Organization (PRO).

Intermediate Care Facility Services

The KMAP can make payment to intermediate care facilities for:

A. Services provided to recipients who require intermittent skilled nursing
care and continuous personal care supervision.*

B. Services provided to Medicaid recipients who are mentally retarded or
developmentally disabled prior to age 22, who because of their mental and

physical condition require care and services which are not provided by
community resources.**

*Need for the intermediate level of care must be certified by a PRO.
**Need for the ICF/MR/DD level of care must be certified by a PRO.

Mental Hospital Services

Inpatient psychiatric services are provided to Medicaid recipients under the
age of 21 and age 65 or older in a psychiatric hospital. There is no limit on
length of stay; however, the need for inpatient psychiatric hospital services
must be verified through the utilization control mechanism.
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Community Mental Health Center Services

Community mental health-mental retardation centers serve recipients of all ages
in the community setting. From the center a patient may receive treatment
through:

Outpatient Services
Partial Hospitalization
Emergency Services
Inpatient Services
Personal Care Home Visits

Eligible Medicaid recipients needing psychiatric treatment, may receive services
from the community mental health center and possibly avoid hospitalization.
There are fourteen (14) major centers, with many satellite centers available.
Kentucky Medical Assistance Program reimburses private practicing psychiatrists
for psychiatric services through the physician program.

Nurse Anesthetist Services

Anesthesia services performed by a participating Advanced Registered Nurse
Practitioner - Nurse Anesthetist are covered by the KMAP.

Nurse Midwife Services

Medicaid coverage is available for services performed by a participating
Advanced Registered Nurse Practitioner - Nurse Midwife. Covered services
include an initial prenatal visit, follow-up prenatal visits, delivery and up
to two follow-up post partum visits within 4 to 6 weeks of the delivery date.

Pharmacy Services

Legend and non-legend drugs from the® approved Medical Assistance Drug List when
required in the treatment of chronic and acute illnesses are covered by the
KMAP.  The Department is advised regarding the outpatient drug coverage by a
formulary subcommittee composed of persons from the medical and pharmacy
professions. A Drug List is available to individual pharmacists and physicians
upon request and routinely sent to participating pharmacies and long-term care
facilities. The Drug List is distributed quarterly with monthly updates.
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Pharmacy Services (Continued)

In addition, certain other drugs which may enable a patient to be treated on an
outpatient basis and avoid institutionalization are covered for payment through
the Drug Preauthorization Program.

Physician Services

Covered services include:

Office visits, medically-indicated surgeries, elective sterilizations*,
deliveries, chemotherapy, radiology services, emergency room care, anesthesi-
ology services, hysterectomy procedures*, consultations, second opinions prior
to surgery, assistant surgeon services, oral surgeon services, psychiatric

services.

*Appropriate consent forms must be completed prior to coverage of these procedures.
Non-covered services include:

Injections, immunizations, supplies, drugs (except anti-neoplastic drugs),
cosmetic procedures, package obstetrical care, IUDs, diaphragms, prosthetics,
various administrative services, miscellaneous studies, post mortem exami-

nations, surgery not medically necessary or indicated.

Limited coverage:

One comprehensive office visit per twelve (12) month period, per patient, per
physician.
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Physician Services (Continued)

The following laboratory procedures are covered when performed in the office by
an M.D. or osteopath.

Ova and Parasites (feces)
Smear for Bacteria, stained
Throat Cultures (Screening)

Bone Marrow spear and/or cell block;
aspiration only
Smezr; interpretation only

Red Blood Count
Hemoglobin
White Blood Count
Differential Count
Bleeding Time
Electrolytes
Glucose Tolerance
Skin Tests for:
Histoplasmosis
Tuberculosis
Coccidioidomycosis
Mumps
Brucella
Complete Blood Count
Hematocrit
Prothrombin Time
Sedimentation Rate
Glucose (Blood)

Blood Urea Nitrogen (BUN)

Uric Acid
Thyroid Profile
Platelet count
Urine Analysis
Creatinine

Podiatry Services

Aspiration; staining and interpretation
Aspiration and staining only
Bone Marrow needle biopsy
Staining and interpretation
Interpretation only
Fine needle aspiration with or without
preparation of smear; superficial tissue
Deep tissue with radiological guidance
Evaluation of fine needle aspirate with or
without preparation of smears
Duodenal intubation and aspiration: single
specimen
Multiple specimens
Gastric intubation and aspiration: diagnostic
Nasal smears for eospinophils
Sputum, obtaining specimen, aerosol induced
technique

Selected services provided by licensed podiatrists are covered by the Kentucky

Medical Assistance Program.

Routine foot care is covered only for certain

medical conditions where such care requires professional supervision.
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Primary Care Services

A primary care center is a comprehensive ambulatory health care facility which
emphasizes preventive and maintenance health care. Covered outpatient services
provided by licensed, participating primary care centers include medical
services rendered by advanced registered nurse practitioners as well as
physician, dental and optometric services, family planning, EPSDT, laboratory
and radiology procedures, pharmacy, hatritional counseling, social services and
health education. Any limitations applicable to individual program benefits
are generally applicable when the services are provided by a primary care
center.

Renal Dialysis Center Services

Renal service benefits include renal dialysis, certain supplies and home
equipment.

Rural Health Clinic Services

Rural health clinics are ambulatory health care facilities located in rural,
medically underserved areas. The program emphasizes preventive and maintenance
health care for people of all ages. The clinics, though physician directed,
must also be staffed by Advanced Registered Nurse Practitioners. The concept
of rural health clinics is the utilization of mid-level practitioners to
provide quality health care in areas where there are few physicians. Covered
services include basic diagnostic and therapeutic services, basic laboratory
services, emergency services, services provided through agreement or
arrangements , visiting nurse services and other ambulatory services.

Screening Services

Through the screening service element, eligible recipients, age O-thru birth
month of 21st birthday, may receive the following tests and procedures as
appropriate for age and health history when provided by participating providers:

Medical History Tuberculin Skin Test

Physical Assessment Dental Screening

Growth and Developmental Assessment Screening for Veneral Disease,

Screening for Urinary Problems As Indicated

Screening for Hearing and Assessment and/or Updating
Vision Problems of Immunizations
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Transportation Services

Medicaid may cover transportation to and from Title XIX-covered medical services
by ambulance or other approved vehicle if the patient"s condition requires
special transportation. Also covered is preauthorized non-emergency medical
transportation to physicians and other non-emergency, Medicaid-covered medical
services. Travel to pharmacies is nct,covered,

Vision Services

Examinations and certain diagnostic procedures performed by ophthalmologists and
optometrists are covered for recipients of all ages. Professional dispensing
services, lenses, frames and repairs are covered for persons under age 21.

SPECIAL PROGRAMS

KenPAC: The Kentucky Patient Access and Care System, or KenPAC, is a special
program which links the recipient with a primary physician or clinic for many
Medicaid-covered services. Only recipients who receive assistance based on Aid
to Families with Dependent Children (AFDC) or AFDC-related Medical Assistance
Only are covered under KenPAC. The recipient may choose the physician or
clinic. It is especially important for the KenPAC recipient to present his/her
Medical Assistance ldentification Card each time a service is received.

AIS/MR: The Alternative Intermediate Services/Mental Retardation (AIS/MR)
home- and community-based services project provides coverage for an array of
community based services that is an alternative to receiving the services in an
intermediate care facility for the mentally retarded and developmentally
disabled (ICF/MR/DD). Community mental health centers arrange for and provide
these services.

HCB: A home- and community-based services project provides Medicaid coverage
for a broad array of home-~ and community-based services for elderly and disabled
recipients. These services are available to recipients who would otherwise
require the services in a skilled nursing facility (SNF) or intermediate care
facility (ICF). The services were statewide July 1, 1987. These services are
arranged for and provided by home health agencies.
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HOSPICE:

Medicaid benefits include reimbursement for hospice care for Medicaid clients
who meet the eligibility criteria for hospice care. Hospice care provides

to the terminally i1l relief of pain and symptoms. Supportive services and
assistance are also provided to the patient and his/her family in adjustment
to the patient”s illness and death. A Medicaid client who elects to receive
hospice care waives a?? rights to certain Medicaid services which are included
in the hospice care scope of benefits.
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ELIGIBILITY INFORMATION

Programs

The Department for Social Insurance, Division of Field Services local office
staff have primary responsibility for accepting and processing applications for
benefit programs administered by the Cabinet for Human Resources, Department
for Social Insurance. These programs, which include eligibility for Medicaid,
include:

AFDC (Aid to Families with Dependént Children)

AFDC Related Medical Assistance

State Supplementation of the Aged, Blind, orDisabled
Aged, Blind, or Disabled Medical Assistance

Refugee Resettlement Programs

Any individual has the right to apply for Medicaid and have eligibility de-
termined. Persons wanting to apply for Medicaid benefits should be referred

to the local Department for Social Insurance, Division of Field Services office
in the county in which they live. Persons unable to visit the local office may
write or telephone the local office for information about making application.
For most programs, a relative or other interested party may make application
for a person unable to visit the office.

In addition to the programs administered by the Department for Social Insurance,
persons eligible for the federally administered Supplemental Security Income
(SS1) program also receive Medicaid through the Kentucky Medical Assistance
Program. Eligibility for SSI is determined by the Social Security Administra-
tion. Persons wanting to apply for SSI should be referred to the Social
Security Administration office nearest to the county in which they live. The
SSI program provides benefits to individuals who meet the federal definitions
of age, blindness, or disability, in addition to other eligibility requirements.
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ELIGIBILITY INFORMATION

MAID Cards

Medical Assistance ldentification (MAID) cards are issued monthly to recipients
with ongoing eligibility. These cards show a month-to-month eligibility
period.

Eligible individuals with excess income for ongoing eligibility may be eligible
as a "spend down™ case if incurred mecical expenses exceed the excess income
amount. Individuals eligible as a "spend down" case receive one MAID card
indicating the specific period of eligibility. After this eligibility period
ends, the person may reapply for another *spend down™ eligibility period.

MAID cards may show a retroactive period of eligibility. Depending on the
individual circumstances of eligibility, the retroactive period may include
several months.

Duplicate MAID cards may be issued for individuals whose original card is lost
or stoien. The recipient should report the lost or stolen card to the local
Department for Social Insurance, Division of Field Services worker responsible
for the case.

Verifying Eligibility

The local Department for Social Insurance, Division of Field Services staff
may provide eligibility information to providers requesting MAID numbers and
eligibility dates for active, inactive or pending cases.

The Department for Medicaid Services, Eligibility Services Section at (502)
564-6885 may also verify eligibility for providers.
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Assistance Program The Medical Assistance 'Jentihcation NO must Oe entered
On e8Ch Dubng statement Drecisaly as CONTAINEG ON this Card in orger tor pay-
ment to be mace.
NOTE.  This person i3 @ KenPAC reciomnt. and vou shouid refer to sections (1)
ana (21 unoar  Recioient of Services.
Quettons regarang Drovider pANICICAton tyoe. scooe and duration of benefrts.
DIling Drocedures. IMOUNtS D§1d. Of third Oarty hatinty. SNOUId De directed o
: Cadinet for Muman Resources

Oepartment for Social insurance

Owision of Medical Assistance

Franctort. Kentucxy 40621

Wneurance ientfication
G—Chamous
Hemreith Maintenance Organization

A~Pgrt A Meaicare Onty
8--Part 8. Meacare Onty
s==0ther anor Unknown

L—-ADsent Parent s insurance

C~8oth Poarts 4 & 8 Medicare
O~8iue Croswdiue Shield

/

RECININT OF SERVICES

. The designated KenPAC dnmary oroviger must orovide of authonze the followiNg Sarvices dNysiCi

inpatient ang outpatient. NOMe Neaith agency. IADOrAOrY AMDUIATONY SLFQICa Center Qrimary ¢
rursl NeaIth center and nurse anestnetst. AuthNONZaLON Dy the onmary orovider 1s NOt regurt
€8S DrovIGed Dy CoRtNalrr ['{ of DOT e of DOMra Certtied PSYCnIALNIStS for oostetr(
provided Dy an ODStetriCian Or gvNeCcoiogist. o for Oher COvered services not 1sted Jdove

In the event of an emergency -2.~ent Can DE Made 10 3 CAMICIOALNG MEAICA FOVIGEr renaer

" 1o thus person. it 1t 13 @ Coveres service. without pFOf authonzaton of the Ormary orovider sn:

reversq sige

. Covered sarvices wiich may 22 >0tAINEd witROUt Oreautmonzaton from e XenPAC pnimary

cluge services from OharmMac.~< OMMumity Mental NESITN Tenters NursiNng nomes. nterm:
facitities. MeNtal NOSOItAIS. NUrS: ~ wives. INA DATICIDATING Drovicers Of dental nesnng. vision |
non-emergency transporanor .:ceening, famiy planning services and dirthing centers

Show s Carg 1O e DErsor ~~C Droviges INEse SErviCes 10 vOu wheneves you reCerve me

YOu will receive a3 new Carg 3t ‘™2 tirst Of eacn MONtN as IoNg as you dre sugidDie ‘Or pener:?
protection plesse sign on the ure DelOw and destroy your 0id Card Rememoer that it 's agas
10r anyone [0 use this Carg except the person sted on the front aof this cara.

if you nave gquestions. CONtact your engibinty worxer at the county othce
Reci01ent(si teMparariy out of state may receve emergency MediCHd services Oy naving the or

£--Biue CroswBive Shetg M=None t3CT the Aentucxy Cabinet for Muman Resources. Division of Meqical Assistance
Major Mearcai N—United Mine Workers
f—Private Meaical insurance P—8iack Lung
:-mure I

RECIPMENT OF SERVICES: You are heredy natified that under State Law, KRS 205.824. your right to third party payment has been assig| to the C4
the smount of medical sssistance paid on your behalf.
Federal law provides for 8 $10.000 fine or imprisonment for & year, or both. for anyone who willfully gives faise information in sppiying for el 88
fails to report changes relating to oligibility, or permits use of the card by an ineligibie person.

r] —

Notification to recipient of

assignment to the Cabinet for
Human Resources of third party
payments.

TDANCMIETTAI  #Q

Recipient's signature is
not required.




APPENDIX 111

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

PROVIDER AGREEMENT

Any mental hospital wishing to participate in the KMAP must submit a Provider
Agreement (MAP-343). The signina of a Provider Agreement does not commit the
the facility to participate but indicates the intent to participate. The
Provider Agreement does not become a legal contract until the facility has been
approved and the Provider Agreement has been signed by the authorized official,
Department for Medicaid Services.

A.

The Provider Agreement (MAP-343).is to be reviewed by the governing body,
completed by the authorized representative of the facility having authority
to commit the facility to the terms of the contract, and the original and
yellow copy submitted to Provider Enrollment, Department for Medicaid
Services. The yellow copy will be returned to the facility when
certification is completed.

Instructions for Completing the Provider Agreement

Provider Number -- Will be completed by KMAP.

Lines 1-2 -- Enter the date on which the agreement is submitted.
Line 4 -- Enter the name of the facility as it appears on the license.
Line 5 -- Enter the address of the actual location of the facility.

Under the "WITNESSETH, THAT:" section, enter level of care in the two (2)
spaces indicated.

Page three, item 5 will be completed by the KMAP after the facility has
been certified.

Page three, '"PROVIDER"™ section must be signed and completed by the autho-
rized representative of the facility.
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APPENDIX 111-A

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

PROVIDER AGREEMENT (MAP-3431

MAP-343 (Rev. 5/86) Provider Number:
(If Known)

COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
PROVIDER  AGREEMENT

w5
THIS PROVIOER AGREEMENT, made and entered into as of the day of

» 19___, by and between the Commonwealth of Kentucky, Cabinet
for Human Resources, Oepartment for Medicaid Services, hereinafter referred to

as the Cabinet, and

(Name of Provrder)

[Address of Provider)
hereinafter referred to as the Provider.
WITNESSETH, THAT:

Whereas, the Cabinet for Human Resources. Department for Medicaid Services,
in the exercise of its lawful duties in relation to the administration of the
Kentucky Medical Assistance Program (Title XIX) is required by applicable federal
and state regulations and policies to enter into Provider Agreements; and

Whereas, the above named Provider desires to participate in the Kentucky
Medical Assistance Program as a

(Type of Provider and/or level of care)

Now, therefore, it is hereby and herewith mutually agreed by and between
the parties hereto as follows:

1. The Provfder:

(1) Agrees to camply with and abfde by all applicable federal and state
laws and regulations, and with the Kentucky Medical Assistance Program policies
and procedures governing Title XIX Providers and recipients.

(2) Certifies that he (l't). iS licensed as a
if applicable, under the laws of Kentucky for the level or type of care to
which this agreement applies.

(3) Agrees to comply with the civil rights requirements set forth in 45
CFR Parts 80, 88, and 90. (The Cabinet for Humaf Resources shall make no
payment to Providers of service who discriminate on the basis of race, color.
national origin, sex, handicap, religion, or age in the provision of services.)
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APPENDIX 111-A

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

PROVIDER AGREEMENT (MAP-343)

HAP-343 (Rev. 5/86}

(4) Agrees ™ maintain such records as are necessary to disclose the
extent of services furnished to Title XIX recipients for a minimum of 5 years
and for such additional time as may be necessary in the event of an audft
exception or other dispute and to furnish the Cabinet with any information
requested regarding payments claimed for furnishing services.

(5) Agrees to permit representatives of the state and/or federal government
to have the right to examine, inspect, copy and/or audit all records pertaining to
the provision of services furnished % Title XIX recipients. (Such examinatians,
inspections, copying ard/or audits may be made without prior notice to the Provider.)

(6) Assures that he (it) is aware of Section 1909 of the Social Security
Act; Public Law 92-603 (As Amended), reproduced on the reverse side of this
Agreement and of KRS 194.500 to 194.990 and KRS 205.845 to 205.855 and 205.990
relating to medical assistance fraud.

(7) Agrees to inform the Cabinet for Human Resources, Oepartment for
Medicaid Services, within 30 days of any change in the following:

Ea? name;

b) ownership;

(c) Yicensure/certification/requlation status; or
{d) address.

(8) Agrees not to discriminate in services rendered to eligible Title
XIX recipients on the basis of marital status.

(9) (&) In the went that the Provider is a soecfalty hospital providing
services to persons aged 65 and over, home health agency, or a skilled nursing
facility, the Provider shall be certified for participation under Title XVIII
of the Social Security Act.

(b) In the event that the Provider is a specialty hospital providing
psychiatric services to persons age 21 and under, the Provider shall be approved
by the Joint Commission on Accreditation of Hosoitals. In the event that the
Provider is a general hospital, the Provider snall be certified for participation
under Title XVIIlI of the Social Security Act or the Joint Commission on Accredita-
tion of Hospitals.

(10) In the event that the provider desires to participate in the physician
or dental clinic/corporation reimbursement system, Kentucky Medical Assistance
Program payment for physicfans® or dentists® services orovided to recipients Of
the Kentucky Medical Assistance Program will be made directly to the clinic/
corporation upon proper issuance by the employed physician or dentist of a
Statement of 4uthorftation (NMAP-347).

This clinic/corporation does meet the definition established for
participation and does hereby agree to abide by all rules, regulations, Policies
and procedures pertaim'_ng to the clinic/corporation reimbursement System.

2. In consideration of approved services rendered to Title XIX recipients
certified by the Kentucky Medical Assistance Program, the Cabinet for Human
Resources, Department for Medicaid Services agrees, subject to the availability
of federal and state funds, to reimburse the Provider in accordance with
current applicable federal and state laws. rules and regulations and policies
of the Cabinet for Human Resources. Payment shall be made only upon receipt
of appropriate billings and reports as prescribed by the Cabinet for Human
Resources, Department for Medicaid Services.

-2~
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APPENOIX [II-A

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

. MENTAL-HOSPITAL SERVICES MANUAL

PROVIDER AGREEMENT (MAP-343)

PAP-343 (Rev. 5/84)

3. Either party shall have the right to teninate this agreement at any
time upon 30 days® written notice served upon the ocher party by certified or
registered mail; provided. however, that the Cabinet for Human Resources,
Department for Medicaid Services, may terminate this aqreement immediately for
cause, or in accordance with federal regulations | ypen written notice served
upon the Provider by registered or Zertified mail with return receipt requested.

4. In the event of a change of ownership of an SNF, [CF, or [CF/MR/0D
facility, the Cabinet for Human Resources agrees to autcmatically assign this
agreement to the new owner in accordance with 42 CFR 442. |Ib.

5. In the event the named Provider in this agreement is an SNF,

ICF, or ICF/MR/DD this agreement shall begin on ,18__, with

conditional termination on , 19, and shall aytomatically

terminate on . 19 __, unless the facility is recertified
in accordance with applicable reguiations and policies.

PROVIDER CABTNIT FOR HUMAN RESOURCES
OEPARTMENT FOR MEDICAID SERVICES

BY: BY:
Signature of Authorized Official Tgracure of Authorized Qfficial

NAME:

TITLE:

OATE:
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APPENDIX 111 -A

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

- MENTAL HOSPITAL SERVICES MANUAL

PROVIDER AGREEMENT (MAP-343)

P.L. 92603  LAWS OF 92ng CONG..-2nd SESS. (As Amanded)
PENALTIES

Section 1909. (a) Whoever--

(1) knowingly and willfully makes Or Causes (o be made any filse statement or representition of , matertal
fact in any appification for any denefit or oaymeat under 3 State plan approved under this title,

{2) at any time knowingly and willfylly makes or causes tode made my false statement or representation
af & materia) fact for uyse in detarmining rights tp such benefit or payment,

{3) having knawledqe OF the occurrence Of dny event affecting (A) his initial or continued right to agv
such benafit or payment, or {8) the 1nitial or continued right t0 any such bemefit or payment of any other
indiviaual in whose behalf he has applied for ar 13 receiving such denefft or paywent, conceals or fatls to
disclose Such event with da intent fraydulens., ta securt such denefit or payment efther tn . greqter mount or
quéntitythan 1s du OF when no such benefit or payment is authortzed, or

(4]} having made appiication to recesve any suchdenefit or payment for the use and demefit OF another and
Maving recetved ft, knowingly and wilifully converts such benefit or payment or any part thersof to . use other
than for the use and denefit of such other person,

snail (1) in the case Of such . statement, representation, concealment, failure, or conversion by gny person tn
zonnection with the furnishing (by that person) of 1tems or Services for which paymeat is or may de mide under this
sitle, be guiity of , felony and upon comviction thereof fined not more than 125.000 or imgrisoned for not mare than
five years ar doth, or (11) in the case OFf SUCh statemant, representation, conceaiment, failure, or conversion dy
iny other person, be guilty of miscemeanar and upon conviction thersof fined not more than $10,000 or imprisoned
for not mare tham o:, yedr, or both. In 2ddition, ta any cise where &t fndividual who is otherwiseeligtbie for
assistanceunder  Stateplanapproved under tnts cit!, 1S convictad of an offense under the preceging provisions
of this subsaction, the State may at fts option (notwithstanding any aeher proviston of this title or of such plan)
ltmfe, restrict, or suspend the eiigibility of that ingividual for such period (not exceeding one year) as it deems
appropriate; dut the Imposition of Timitatfon, restriction, or suspensfon with respect to the eligibtifty of any
tndividual under this sentence shall not affect the ¢ligidility of any other person for assistance under the plan,
reqardless of the relationship between that individual and suck other person,
{5){1) Whoever knowingly and willfully solfcits or receivas iny remuneraticn {including any kickback, bribe,
or redate) directly or tndirectly, overtly or covertly, in cash or M Kkind--.
(A) 1a return for referring an individual to , person for the furntshing Or arranging for the furnishing
of any item or service for which payment may be made in whole or in part under tnis title, or
(8) in return for purchasing, leasing, ordering, or arranging for gr recommending purchasing, leasing, or
ardering any good, facility, service, or ttem for which payment maybe made in wnole Or 16 part under this
title,

shall te guilty of, felony and upon cenvictrontheresf,shalidbe fined not ~~re than $25.000 or imprisoned for nat
more than five years, or Both.
(2) Whoever knowingly ang willfylly offers or pays any remuneration (ir.'udfng any kickdack,bribe,or retate)
directlyorirgirectly, overtiy or covertly, 1n cash or in kind to any serscr <o induce such person--
{A} to refer an tndividual to , person for the furnishing 2~ arrans-ng for the furnisning of any item or
service for which piyment may be made 1n wnole or in part under nis t:le, or
(8) to purchase, lease, order, or arrarge for or recommend :Lrchas‘'ng, leasing, cr ordering any good,
facility, service, ar item for which payment may b. made in whole ar tn part under this title,

shall be guilty of , felony and upon conviction thereof shall de finres not more tnan $25,000 cr imprisoned for not
more than five years, or doth.
(3} Paragrapns (1)and {2} shall ngt apoly t0--

. discount or other reduction 1nprice obtained by , provider of services or giher entity yrder 2n's
title 1f he reduction in grfce 1s properiy dtsclosed and appropriately reflecced th en, ccscs cla'mea or crarges
made by the provider or entity underthis title; and

(8) any amount pafd by &n emplayar tg an employee (who has | dana fide emgloyment relaticnship with such
empicyer) for employment i1n the provition of covered ftems or services,
(cl Whoaver xnowingly and willfully makes or causes to e made, or induces or seeks Co !nduce the making Cf.
any false statement or representation of, matertdl fact with respect %o the corditions or operstéon of any tnsticut-en
or facility In arder that such fnstitution or factlity may qualify (either yoon inittal certification or uoon recertt.
#ication) as , hospital, skilled nursing facility, intermediate care facility, or home health agency fas hose *erms ire
employed in snis title) shall be 3unty of , felony and upon conviction thereof smail be fingy not more thaan 525,3C0
or imprisoned for not more than five years, or both.
{d) Whoever knowingly and willfully..
(1) charges, for my service providedts  oatient uncer a State plan aporoved under this title, money or
other consideration at . rate tn excess Of *he ratet established by treState, or
(2) charges, solictts, tccepts, gr receives, 1a gaqition to dny dmount atherwise required to e 0413 urcer
, Stateplanapprovedunder this title, any g¢ift, money, canation, sr ather consideration  ather than , smaritabdle,
reltgtous, or ghtlantnropic contridutian ‘rom an argantzation ar ‘rom & gerson unrelated 2o thecatient,--

{A)as aprecondition of acmitting | pattent to a hospital, skilled mursing facrlity, s3r intarmediate

care facility, or

{8) as a requirement for Zhe Dati‘ent's continued stay in such 3 fac|11c¥.
when the cost of the services provided Therein to the piatient s daid far {in whole or in Dart) .nder the Srate
plan,

shall be guilty of & felony and upon canviceton thereof shall be fined rot more shan 25,000 or imoriscned “ar not
more than five years, or doth.

RANSMITTAL #9 -




APPENDIX 1V

CABINET FCP HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION

Each mental hospital must complete a Provider Information form (MAP-344) and
submit it as requested. Any changes in submitted information are to be
reported in writing to Provider Enrollment, Department for Medicaid Services as
the changes occur.

Instructions for Completing the Provider Information Form (MAP-344)

Enter the name of the facility azrshown on the facility license.

Enter mailing address.

Enter telephone number, including area code.

Enter the name of the person, agency or corporation to whom payment is
to be made.

[ 2]

'
(S N A
e

6. 1T address of payee is different from facility as listed on lines 2-3,
enter the address of payee.

7. Enter Federal Employer ID number.

8. Not applicable.

9. Enter number as shown on facility license.

10. Enter name of the facility licensing board.

11. Enter original facility license date of the present owner.

12. Enter provider number assigned by KMAP, if known.

13. Enter mental hospital Medicare provider number if known.

14. Check the applicable types of practice organization. Two types should
be checked. If incorporated,.check either Corporation (Public) or
Corporation (Private); if not incorporated check either Individual
Practice or Partnership. Profit or Non-Profit must be checked.

e8]

Corporation (Public) = an incorporated public facility such as
one owned and operated by a municipal district.

Corporation (Private) - an incorporated private facility.
Health Maintenance Organization - not applicable to hospitals.
Individual Practice - a facility owned by a single individual.
Partnership - a facility owned by two or more persons.

Profit ~ a facility operated on a profit making basis.

. Hospital-Based Physician - Physicians employed by/under contract to
the hospital and not billing third parties forther services.
Group Practice - not applicable to hospitals.

Non-Profit - a facility not operated on a profit making basis.

[ R e B o N e W =g
Tl
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APPENDIX 1V

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION

33.

34.

35-36.

37.

Not applicable.

Enter name of corporation owning the facility, address and telephone
number of Home Office. Give names and addresses of corporation
officers (attach a continuation sheet if necessary).

Enter names and addresses of partners in a partnership (attach a
continuation sheet if necessary).

Not applicable. N

Check only one block under this section.

Enter the fiscal year ending date as established by the facility.
Self-explanatory.

Complete only if applicable, add continuation sheet if additional
space 1is necessary.

Enter the name and home office address of the firm managing the
facility if different from ownership.

Enter the name and address of the owner of the facility if leased to
the party indicated on line number one.

Enter the number of licensed beds, as shcwnon license for their
corresponding level of care, and total beds certified under each level
of care as Title XIX.

%&explanatory. If additional space is needed, use a continuation

Not applicable.

Enter signature of person authorized by facility to submit information.
Type or print name of authorized person below the signature with his/her
title. Date the information sheet on the date of completion.
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APPENDIX IV-A

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

. MENTAL HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION (MAP-344)

MAP-3U (Rev. 08/85)

KENTUCKY MEDICAL ASSISTANCE PROGRAM

Provfder Infgrmation

Street Address, P.0O. Box. Route Number (In Care of. Attention, etc.)

City tip Code

Area Coae Telephone Number

Pay to, In Care of, Attention, etc. (If different fram above)

Pay to Address (If different fran above)

Federal Employer D Number:

Social Security Number:

License Number:

Licensing Board (If Applicable):

Original License Date:

KMAP Provider Number (If Known):

Medicare Provider Number (If Applicable):

Provider Type of Practice Organization:

/___/ Corporation (Public) /:/ Individual Practice /:/ Hospital-Based Physician

/:/ Corporation (Private) /3 Partnership /:/ Group Practice

/:/ Health Maintenance /:/ Profit /:/ Non-Profit
Organization

If group practice. Number of Providers in Group (specify provider type):

TRANSMITTAL # 9




APPENDIX 1V-A

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION (MAP-344)

RAP-344 (Rev, 08/85)

16. If corporation. nhame, address and telephone number of Home Office:

Name:

Address:

Telephone Number:

Name and Address of Officers:

If Partnership, name and address of Partners:

National Pharmacy Number (If Applicable):

{Seven-0igit Number Assigned by
National Pharmaceutical Association)

Physician/Professional Specialty:

2nd

3rd

Physician/Professional Specialty Certification:

1st

2nd

3rd

TRansMITTAL # 9




APPENDIX 1V-A

CABINET FCR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION (MAP-344)

HAP-344 (Rev. 08/85)

21. Physician/Professional Specialty Certification Board:

1st

2nd

3rd

. Name of Clinic(s) in Which Provide.”is a Member:

2nd

3rd

4th

Control of Medical Facility:

/?j Federal /_f State /rj County /:/ City /~/ Charitable or Religious

/:/ Proprietary (Privately owned) /:/ Other

Fiscal Year End:

Administrator: Telephone No.

Assistant Administrator: Telephone No.

Controller: Telephone No.

Independent Accountant or CPA: Telephone No.

If sole proprietorship, name, address, and telephone number of owner:

Name:

Address:

Telephone No.

IT facility is government owned, list names and addresses of board members:

Name Address
President or
Chairman of Board:

Member:

Member:
Member:

Member :
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APPENDIX 1V-A

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION (MAP-344)

MAP-344 (Rev. (08/85)

Management Fim (If Applicable):

Name :

Address:

Lessor (If Applicable):

Name:

Address:

Distribution of Beds in Facility (Canplete for all levels of care):

Total Title XIX
Total Licensed Beds Certified Beds

Hospital Acute Care

Hospital Psychiatric

Hospftal TB/Upper
Respiratory Disease

Skflled Nursing Facflfty
Intermediate Care Facility
ICF/MR/0D

Personal Care Facility

, ICF, ICF/MR/0DD Owners with 5% or More Ownersnip:

Percent of
Name Address Ownership
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APPENDIX IV -A

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION (MAP-344)

RANSMI

W-344 (Rev. 08/85)

.

35. Institutional Review Committee Members (I Applicable):

Providers of Transportation Services:

No. of Ambulances in Operation: No. of Heelchair Vans in Operation:_

Total No. of Employees: (Enclose 1ist Of names, ages, experience § Training.)
Current Rates:
A. Basic Rate S (Includes up to miles.)
8. Per Mile $
C. Oxygen s E. Other
0. Extra Patient §

Provider Authorized Signature: 1 certify, under penalty ¢f law. that the information
given in this Information Sheet is correct and camplete to the best of my knowledge.

I am aware that, should investigatfon at any time show any falsification, [ will be
considered for suspension fram the Program and/or prosecution for Medicaid Fraud. !
hereby authorize the Cabinet for Human Resources to make all necessary verifications
concerning me and my medical practice, and further authorize and request each educa-
tional institute, medical/license board or organization to provide all information
that may be sought in connection with my application for Participation in the Kentucky
Medical Assistance Program.

Signature:

Name:

Title:

INTER-OFFICE USE ONLY

License Number Verified through (Enter Code)

Comments:

AL #9




APPENDIX V

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

MEMORANDUM TO LOCAL D.S.1. OFFICE (MAP-24)

The MAP-24 is used to report the discharge or death of any Title XIX recipient
to the local Department for Social Insurance office. This flow of information

is essential to timely payment to the facility and efficient records for the
Department for Social Insurance.

Complete @1l entries as appropriate and mail to the local Department for
Social Insurance office within ten days of recipient discharge or death.
5
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

MEMORANDUM TO LOCAL D.S.1. OFFICE (MAP-24)

CABINET FOR HUMAN RESOURCES
CCMMONWEALTH OF RENTUCKY
FRANKFORT 406210001

SEPARTMENT FOR MEDICAID SEAVICES
An Edudl Oz20rtumity Emo:0ver M 6 =

Rt

kst
MEM2RANDLUM

ocal Cfiize
Zepartment Ior Social Insurance

‘Facllity/wWalver Acency

[Reciciant hame) iSocial Securisy/Medicard “a.)

‘Previsus Address)

‘esponsitle Relative's ‘lame and Acdress

This is = notify jou zhat the above-referenced recitient

P . (e Sameti
L. was acmitted = this facility/waiver agency

‘Date)
15 i Ticle Payment Status, and was t_.aced in an
TRVLIL of X0
(7SN ped [T 1T bed (7 ICMVIDbed /7 sed

/7 HCSS Waiver Service /7 AIS/MR Waiver Service, ard.‘cr

.77 was discharged from chis facility/waiver agency on

.oate)

ard went <o
(iame Address/Name i Address of New Faciiity, Waiver igency)

77 expired on

‘Date)

MAP-24
Rev. 03/88)
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APPENDIX VI

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

. MENTAL HOSPITAL SERVICES MANUAL

STATEMENT OF AUTHORIZATION (MAP-347)

PAP-347
(02/86)

KENTUCKY MEDICAL ASSISTANCE PROGRAM
STATEMENT OF AUTHORIZATION

I hereby declare that I,

(Licensad Professional)

a duly-licensed y have entered into a

contractual agreement with

{CTinic/Corporation or Facility Name)

(City. State, & Zip Code)
to provide professional services. | authorize payment to

(Clinic/Corporation or Facility Name)

fraa the Kentucky Medical Assistance Program for covered services provided by me
and specified by the criteria of our contract. [ undentand that 1. personally,
cannot bfll the Kentucky Medical Assistance Program for any service that f{s

reimbursed to

(Clinic/Corporation or Facility Name)

as part of our contractual agreement, and that I am solely and completely responsible
for all Kentucky Medical Assistance Program documents submitted by this employer
in my name for services 1 provided.

STgnature of Professional ‘bate Signed

License and/or Certification Number Specialty

Social Sacurity Number

Federal Employer [dentification Number

KMA? Provider Number of
Clinic/Corporation or Facility




APPENDIX VI

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

STATEMENT OF AUTHORIZATION (MAP-347)

P.L. 32-603  LAWS OF 92nd CONG.--2nd SESS, (As Amended)
PENALTIES

Section 1909. fa} Whoevers«

{1} knowingly and willfylly makes or causes CO be made any false statement or representation of , materfal
fact in any spplication for any demefit or payment under a State plan approved under this title,

(2) at any time knowingly and willfylly makes or causes to be made my false statement or representation
of , matartal fact for yse In detarmining rights to such benafit or payment,

(3) maving knowledge Of the occurrence of any event affecting (A) his infttal or continued right to any
such benefit Or payment, or (B) the tnitial or continued rignt to any Such benefit or payment Of any other
inaividual in whose denalf he has appliec v or Is receiving such benefit or payment, conceals or fails to
disclose such event with an intent fraudulently to secure such Danefit or payment either In , greater amount or
quantitythan 1s due or when no such benefit or payment {s aythortzed, or

(4) having madeappi fcation to recatve any such benefit ar payment for the use and benefit of another and
having recetved it, knowingly and willfully converts such benefit or payment or any part tnereof to a use other
tnan for the use and benefit of such other person,

shall (1) tn the case of such , statement, representation, concealment, failure, or conversion by any person tn
connection with th. furmishing (by that persan] of ftems or services for which oayment IS or may be ""4. unaer =his
title, be guilty of, felony 4and upon conviction thereof fined not more zhan 525,000 or imorisoned for not mom Tnan
five years Or both, or (1t) in the case of such , statement, represestation, conceslment, fatlure, or conversion 2y
my Qther person, be guilty of a mitdemeanor and upon convictign tneregf fined not more than $10,000 or imortsoned
for not more than one year, or both. In addftion, 1n any case where an individual who is otherwise eligtbie for
assistance under a Stats plan approved under this title Is convicted of an offense under the preceding provisions
of thts subsection, the State may at its option (notwithseanding any Other pravistan of thig title or of such olan)
Timit, restrict, or suspend the eligibility Of thet fngividual for such period (not exceeding one year) is it deems
appropriate; but the imposition of 2 limitation, restrictiom, or suspensfon with respect to the eligidiliey of any
individual undar this sentence shall not affect the eligibility of any other person for assistance unasr the olan,
regardiess of the relationship between that indfvidual and such other person.
(b} (1) Whoever knowingly and willfully solicits or receives any remuneration {including any kickback, bribe,
or rebate) directly or indirectly, overtly or covertly, im cash or in Rkinge.,
(A) tn return for referringan fndividual to , persan for the furnisning aor arranging for tha fyrnishing
of any {tem or service for which payment may be made in whole or in part ynger thfs title, or
B) In return for purchasing, leasing, ordering, or arranging for or ~ecommending ourchasing, leasing, or
o:d:rmg any good, facility, service, or item for which payment may de mace in whole or in part under this
title,

shall be quilty of & felony and upon conviction theresf, shail be fined not more =han $25,000 or tmoprisoned for not
aore than five years, or both.
{2) Whosver knowingly and willfully offers or pays any remyneration (incluaing any kickdack, Srite, or redate!
directly or indirectly, overtly or covertly, in cash or in kind to my person to induce such persone~
(A) to refar an individual to e opersonfor the furmishing or ar~2nging for the furnishtng of tny item or
service for which payment may be sade In whole of In part under this:itle,or
(8) to purchase, lease, order, or srrange for or recosmend purcnasing, leasing, O ordering any good,
facility, service, or ftam for which payment say De made in whole or n part under this title,

shall de guilty Of, felony amd upon conviction thereof shall be fined not more than $25,000 or imprisonee for not
more than five years, or both.
(3) Paragraphs (1) end (2) shall not apply to-- o
), discount or other reduction In price obtafned by, provider of services or other entity under this
title if the reduction in price i3 properly disciosad and appropriately reflectad in the costs claimed or charges
sade by the pravider or antity under this tfitle; and
(8) any amount patd by an employer to an employee (who has , bon, fide employment relationship with sucn
empioyer) for employment in the proviston of covered items or services,
(¢) whaever knalngly and willfylly askes or causes to Be sade, or {aduces or seeks to induce the making of,
any false statemant or representation of, metarfal fact with respect to the conditions or operation of any institution
or facility in order that such institution or facility may qualify (either ypon initial certification or upon recertr-
fication) as , hospital, skilled nursing factility, intermediate care factility, or home health sgency (as those terms are
employed in this title) snall be quilty of , felony and upon conviction thersof shall be fined not more than 325,000
or imprisoned for not aore than five years, or bath.
{4} whotver knalngly and wilifullye.
(1) charges. for any service provided 20 a patient under , State plam agoroved under this title, maney or
other consideration at , rats 1n excess Of she rates establfshed by theState.or
2) charges, soifctits, accepts, or receives, In addition to any amount otherwise reduired 0 De patd under
, State plan approved under this title. ny gift, maney, donatian, ar ather consideratian {qther than , charttadle,
religious, or philanthropic contridution from an organization or from . person unrelatad to the patient)ee
(A) &s , precondition of admitting a pattent Co , nospital, skilled nursing facility, or intermediate
care facility, ar
(B) as | requirement for the patfent's continued stay in such , facility,
U'llﬂl the cost of the services pruvided therein 2o the patient is patd for (ihnwmnle or in part) under :he State
plan,
snall be guilty of a felany and upon conviction thereof shall be fined not more than $25,000 or imorisoned far not
more than five years, or both.

TRANSMITYAL # 9 « APPENCIX VI



APPENDIX V11

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
-MENTAL HOSPITAL SERVICES MANUAL

THIRD PARTY LIABILITY PROVIDER LEAD FORM

THIRD PARTY LIABILITY PRCVIDER LEAD FORM

DATE:
PROVIER NAME: 52 PROVIDER #:

MECIPIENT NAME: MAID«
BINTHDATE:
DATE OF SERVICE: TO DATE OF ADMISSION:
DATE OF DISCHARCE: NAME OF INS. CO.:
POLICY #: CLAIM NO. ¢
AMOUNT OF EXPECTED BENEFITS+

MAIL TO: EIS Federul Corporation
Fiscal Agent for WP

TRANSMITTAL # 9 APPENDIX VIT



- APPENDIX VITI

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

MAP-346

MAP -148
{8/82}

KENTUCKY MEDICAL ASSISTANCE PROGRAM
CERTIFICATION OF CONDITIONS MET
FACILITY-BASED MEDICAL PROFESSIONALS REMUNERATION
AS AN ELEMENT OF FACILITY"S REIMBURSABLE COST

This is to certify that each of the following named licensed medical professionals
is currently entered into ffnang;al arrangements with
X

(Facility Name)
,» for the purpose of rendering his/her special

(City) (State)
services to patients of this facility, and that currently on file in this care center
{s a Statement of Authorization executed by each of these individuals which authorizes
payment by the XMAP to the for

(Facility NYame)
services rendered eligible Program beneficiaries.

LICENSE POSITION OATE OF CENTER
NUMBER Physician, Psychiatriss, ete. EMPLQYMENT

Signed

Facility idministrator

TRANSMITIAL # 9 APPENCIX VT



APPENDIX IX

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

UNIFORM BILLING FORM (UB-82 HCFA-1450)

TRANSMI{TTAL #9 Appendix IX, Page 1



APPENDIX [x

MENTAL HOSPITAL SERVICES MANUAL

UNIFORM BILLING FORM (UB-82 HCFA-1450)
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DEPARTMENT FOR MEDICAID SERVICES
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APPENDIX X

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

PROVIDER AGREEMENT ADDENDUM (MAP-380)

(WAP-380, 11/86) .
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERYICES
KENTUCKY MEDICAL ASSISTANCE PROGRAM

PROVIDER AGREEMENT ADDENOUM

This addencis to the Provider Agreement, is made and entered into as of

the day of + 19___, by and between the
Commorwed | th of Xantucky , Cabinet for Human Resourcas, Department for
Medicatd Services, hersinaftar referred to as the Cadinet, and

o ‘Name and Address of Provider
hereinaftar referred to as the Provider.

WITMESSETH, THAT:

Whereas, the Cadinet for Numan Resourcas, Department Tor Medfcatd
Services, In the exercise Oof Its lewful duties In relation to the sdmint-
stration of the Xentycky Medical Assistance Program (Title XIX) ts
required by applicable federa! and state requilations and polices to enter
into Provider Agreements; and

Whereas. th above named Provider particioates In the Kemtucky
Medical Assistance Program as 2

{Type of Provider and/or level of care) {Proviger Numober)

Now, therefore, it 1s hersdby ind herewith sutually agreed by and
Satween the parties hareto as follows:

- 1. The Provider:

(A) Desires to submit claims for services provided to recipients O f
the Xentucky Medical Assistance Program (Title XIX) via electronic
media rathar than via paper forms prescridbed by the KMAP,

{8) Agrees to assume respensibility for a1l electronic media
claims, whether submttted directly or by anagent.

(C) Acknowiedges that the Provider's signature on this Agreement
Addencum constitutes compliance with the following certification
required of esch individual claim transmitta! by electronic medfa:

"This 13 to certify that the transmittad information {s true,
accurate, and compliete and that anmy sybsequent transactions which
alter the {nformation cantained therein will be reparted to the
KMAP, | urderstand that payment and satisfaction of these claims
will be from Federal and State funds and that my false claims,
statemants, or documents Or concedlsent of a material fact, my be
prosecuted under applicable Federal and State Law.*®

TRANSMITTAC #9 APPENDIX X, Page 1



APPENDIX X

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

PROVID\ER AGREEMENT ADDENDUM (MAP-380)

(0) Agrees to use EMC submittal procedures and record layouts as
defined by the Cabinet.

(£} Agrees to refund any payments which result from claims being
peid inapprepriately or insccurataly,

(F) Acknowledges that upom acceptance of this Agreement Addendum by

the Cadinet, said addendum wécomes part of the previously executed
an:ur M’n-mt. All provisions of tha Pravider Agreement
remafn In forcs.

2. The Cabinet:

(A) Aqrees to accept electronic sedia clafms for the servicas
performed hy this provider and to reimburse the provider in
accordance with established polictes.

(8) Agreas to assign o the provider or its sgent s code to enable
the media to de processed.

Either party shall have the right to tarmingte this Addendus upon written
notice without cause.

Provider . Cabinat for Human Resources
Oepartment for Medicaid Servicas

" erFrmoT v Y e T
0fficial or Designea

Name: l&:'

Title:

Date: Date:

*9 APPENDIX X , Page 2



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

NOTICEOFAVAILABILITYOF INCOMEFORLONG TERM CARE/WAIVER AGENCY/HOSPICE (MAP-552)

RAP-352
(R. 4/88)

NATICE OF AVAITABRILITY OF INCOME
FOR LONG TERN CARL/WAIVER
AGENCY/BOSPICE

. { }laisial { ]Chsage

. Clisst's Nase

Bired Dace

COMIONVEALTY OF KENTUCKY
Cabinet for Numsa Resources '
Department for Socisi lssurasce )

AL
Case Name

i 1) Commitiee

!
{ ] Payee l,
1
!

| case xe.

[ ITtele XVIII  { [Title XIX

. Curremt Facslity/
Vatver

(Be./¥r.)

Actual Admissios Date to
this Facility/VWaiver Ageacy/Rospice

. Previous Facility/

Date of‘.‘%\llm!n or
Date of Death (If Applicable)

( jswr [ 11y { licT/Mm
[ jmspsy | jucas
[ ] AIS/MR | [Kespice

Watver Hespice

Admisaios Date Date of Discharge

Type:

[ Jswr
[ jrcE

e | Jlcr/e
[ InCRS | JAlS/MR

[ ro/esy |
[ JHospice

ires

. Pamily Stacus
1. { 1Siagle { IMarrted No. of Childres
Tota) Dependents

2. Spouse
{ )Iseligidle | IEligivie | |Pacieat | |Nom~Pacieat

(€o.) [ITH] (Number)

. locome Cemputatics
1. Unes lacows

Source of Unsarsed Iacome
s. RSDI (lacluding SMI if dedct. Dy SSA)

2. Explata lacurred Medical Lxpenses

List full sames and policy mumbers of sll
deslth issurasce polictes.

. RR (laciuding SMI, tf dedct. by RR) .
. State Supplemestattion
. Other (3pecity)

»
€
4.
L ]
4
g. Sub-Total Usearmed [sc. (la thru 1f). . .

1. Status
. Active Case | |Yes | [|No
. 1f sctive, Eff. Dats for NA
. 1€ d¢tscontianed, [f{. Date of MA Disc. __
. Program Coda Chasge [ 1Yen { |Wo
Frem To 1{¢ 8

. Larned locoms
8. lacoms

(Source)

5. Rarsed Iaceme Deductisa(s)

c. 3ub-Total Larmed (2a-2d)

. Totsl Imcows (1g plus 2¢). . . . . . . . . .

tions

s. lacurred fNedical Lrpesses
(Exclude Health Ias. of Cliemt) . . .

3. Seslth Insusasce
1) M1 (JEN Oaly)

2) Other Reslth Ins.. . . . . . . . .

¢. Speuse/Fanily Haiatemsace

d. Pefsensl Beeds Allewasce. . . . . . .

¢. Tatal Deductions (4e thrv 44)
. Available Isceme (3 misus &e). . . . . . ..

. Available Iscese (reunded)

. 331 Zatitlement Comfirmed
Confirmatiea Date

. Avetlable Mewthly lscome (Ites G-6)
Iffective Dote (Chamge farws ealy)

. Comment Secties
1. [ 1101 [ IMAP+24 { JMAP-37s
{ }DMS Letter of Appreval

U
(Data Received)

. Corrected MAP-532
Cocrection of MAP-332 dated

. | IPrivace Pay Patiest
From
. { Irars-10s. .

to
- Date Sest

. Additieasl cemmsuts:

(Date)

TRANSMITTAL  #10
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APPENDIX XII

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

AGREEMENT BETWEEN KMAP AND ELECTRONIC MEDIA BILLING AGENCY (MAP-246)

\MAP-246, Rev. 10-86)

Agreemant Betwaen the
Kentucky Medical A:ﬂsnncl Progras

an ,
Electronic Medfa 31111ing Agency

This sgreement reqards the submission OT clafas via electronic media toO
the Kentucky Medical Assistance Program.

I Nane OTW
entered {ato 4 comtract with

has

(Kame of Provider)
» tosubmitclaimgvia electronic medfa for

{Provider Mader)
sarvices provided to KRAP recipients. The d111ing sgency agrees:

1. To safeguard information sbout Progras recipients as required b
state and federal lawsand requlations; ’ Y

2. To mintain a record OT a1l claims tubmitted TOr payment for a
period of at least five {5) years;

3. to submit claim informetion as directed by the provider, understanding
the tubmitsion OF o slectronic sedis claim ¢3¢ & claim for Medicaid
payment and that my person who, with Intent to defreud or deceive,
Stkes, Or causes to be made Or assists In the preparmation Of any
false statemant, sisrepresentation Or omission Of 4 materfal fact In
tnyclaia or application for any payment, regardless of amount,
thowing the same to be false, 18 subject v civil and/or criminal
sanctions umder applicadle state and federal statutes.

4. To maintain on file an wthorized signature from the providar,
suthorizing a1l billings sudbmitted TO the MAP Or ITS agents.

The Department for Medicaid Servicas sgrees:

1. To assfgn a code to the d{1ling agency tO ensble the media o be
- processed;

2. To reisburse the provider In sccordance with establishedpolicies.

This agreement may be terminated upon written netice by either party
without cause.

Signature, Authorizad Agent of Billing Agency

STgnaturs, Nepresentacive of the
Department for Medicaid Services

Gite

, #9 APPENDIX XLl



AS OF 01/06/84 KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT

RA NUMBER PROVIDER NAME

RS SEQ NUMBER 2 PROVIDER NUMBER

CLAIM TYPE: MENTAL HOSP I TAL
* PAID CLAIMS #*
INVOICE -RECIPIENT IDENTIFICATION- INTERNAL DATES OF TOTAL
NUMBER NAME NUMBER CONTROL NO. SERVICE CHARGES
426310 SWAVERLY L 9083248314 9883324-315-090 06/27/83-06/30/83 600.00

01 ACCOM/ANCIL B QiY 3 06/27/83-06/30/83 575.00
02 ACCOM/ANCIL X qQry 1 06/27/83-06/30/83  25.00

CLAIMS PAID IN THIS CATEGORY: 1 TOTAL BILLED: 600.00

AMT. FROM
OTHER
SOURCES

0.00
0.00
0.00

%

TOTAL PAID:

CLAIM PMT
AMOUNT

575.00

550.00
25.00

575.00

IN3W3LVLS 3ONYLILIWIN

TYNNYI S3IDTAYIS TYLIMSOH TVINIW

S3JIAY3S QIVOIG3IW ¥04 IN3WLdvd3d
S334N0S3Y NVWNH ¥04 L3INIBYD

ITIX XIAN3ddy
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AS OF 01/06/84 KENTUCKY MEBICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT

RA NUMBER
RS SEQ NUMBER 2

CLAIM TYPE: MENTAL HOSPITAL

INVOICE  -RECIPIENT IBENTIFICATION-

NUMBER NAME NUMBER
324701 STERN J 3241103240
01 ACCOM/ANCIL C QTY 2

CLAIMS REJECTED IN THIS CATEGORY:

PROVIDER NAME
PROVIDER NUMBER

« DENIED CLAIM *

INTERNAL DATES OF TOTAL
CONTROL NO. SERVICE CHARGES

9883250-451-060 12/20/83-12/20/83 336.00
12/20/83-12/20/83 336.00

TOTAL BILLED: 336.00

Page 2

EOB
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APPENDIX X111

CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

REMITTANCE STATEMENT
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AS OF 01/06/84 KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT

RA NUMBER PROVIDER NAME
RS SEQ NUMBER 2 PROVIDER NUMBER

CLAIM TYPE: MENTAL HOSPITAL
* RETURNED CLAIMS *
INVOICE ~ -RECIPIENT IDENTIFICATION- INTERNAL CLAIM
NUMBER NANE NUMBER CONTROL NO. SVC. DATE
426310 SALEM 3 3241060348 9883324-451-000 100483

TOTAL CLAIMS RETURNED IN THIS CATEGORY: 1
CLAIMS PAYMENT SUMMARY

CLAIMS CLAIMS WITHHELD NET PAY CREDIT NET 1099
PAID/DENIED PO ANMT. AMOUNT AMOUNT AMOUNT AMOUNT

CURRENT PROCESSED 2 575.00 0.00 575.00 0.00 575.00
YEAR-TO-CIATE TOTAL 630 11480.00 50.00 1143.00 0700 1143.00
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APPENDIX X111
MENTAL HOSPITAL SERVICES MANUAL

"STATEMENT

REMITTANCE

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
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AS OF 07/08/87 KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMFNT

RA NUMBER PROVIDER NAME
RA SEQ NUMBER 41 PROVIDER NUMBER

CLAIM TYPE: INPATIENT  SERVICES
e« MASS ADJUSTHMENTS*

AMT. FROM
INVOICE ~ -RECIPIENT IDENTIFICATION- INTERNAL DATES Of TOTAL OTHER CLAIM PHT
NUMBER NAME NUMBER CONTROL NO. SERVICE CHARGES SOUP.C:TS AMOUNT
hY
*ADJUSTMENT TO CLAIM 9887009452010. ORIGINALLY PAID ON 011387
FOR RECIPIENT BERRY* A RECIP¥ 123456789
PROVIDED 031286-033186 BILLED 2100.00 PAID 3717.80
** NEW CLAIM 87188-300-001

BERRY 173456789 6087188-300-001 031786-033186 2100.00 . 3787.10
1 ACCOM/ANCIL B MOD QTY 20 031286-0331R6 2000.00 . 0.00
2 ACCOM/ANCIL X HOD qQry 5 031286-033186 100.00 . 0.00

**ADJUSTMENT TO CLAIM 9887009452000. ORIGINALLY PAID ON 011387
FOR RECIPIENT RIDWELL OP RECJP # 654321234
PROVIDED 030186-033186 BILLED 3160.00 PAID 5767.59

o *NEW CLAIM 87188-300-000
BIDWFLL 0 654371234 6087188-300-000 030186-033186 3150.00

1 ACCOM/ANCIL B NOD Qry 31 030186-033186 3100.00
2 ACCOM/ANCIL X Mop QTY 1 Q30186-033186 50.00

CLAIMS MASS AOJ IN THIS CATEGORY: TOTAL BILLED: 5,250.00 TOTAL PAID: 9.607.10
MASS ADJUSTED AMOUNT: 126.11-

S30IAY3S QIVIIA3W ¥0d4 IN3WLYYd3d
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APPENDIX XIV

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

PROVIDER INQUIRY FORM

PROVIOER INQUIRY FOAM

EDS . Please remit Hoth
£ 0. 8ox 2009 capies of the Inquiry
Frankfort, Ky. 40602 Form 10 EDS.
t Brgwaer nwn. : 1 Aecigient Name ilst. issh
]

2 Prowon Name and AcGress s Metichl ASBsiance Numoer

3. Biles Amoum jtcluiwouo

1 2a Qaie o imerngt Contrgt Numosr

LLbLl bl

4 Srauider 1 Metaage

Cear Provider:

e TR CLAIM NS Doen resubmitted fOr DOSBIDIO payment.
e EDS can tind no recora at recept of this claim. Fease resudmit.
e TRMS Gt DaIE ON nthe t of

e ‘N8 40 N0t understand the nature of your inQuiry. Pease clanty.
e EOS canting N0 recard ot recept of this SIRIM in the tast 12 manths.,
. T18 ClaIM was 018 accoraing to Medicad guidetines.
e TS CLANT WS O d on tor €08 coce

Aged claim. Payment may N0t DO Made 10f SErvices gver 12 Monthse oid without aroof that the claim was
recoived Dy EQS within one yesr af the date of serce: and if the clawm rejects, you Must sNow Lmely

Oy EQS wittun 12 manths of that rey date. Claims must 0 receved By €0S evary 12 mantng
10 0¢ consicered for paymaent. ’
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APPENDIX XV

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MAM

ADJUSTMENT REQUEST FORM

MAIL TO: EDS FYDERAL CCHPORATION
$.0. XX 2009
FRAKKFORT, XY 20602

ADJUSTMINT ACQUEST FORM

1. Criginal Internal Contral u-g-_yu.c.n.x 003 FODCRAL U QLY
T P Y Y = = —— e
2. Mciptlent lame 3. Mesipient Medicaid ammer

S = et ——
3, Provider Nene/mber/Adiress . from . ce

T. 31le8 e, | 3. Paid Mg, | 5. R.A. Cate

m.no—anmlufuunnmauuue..ul.

11, Plecss specily MIASON [or the adjustment request or incarrect original clais
payment. :

TRPORTANT: . TS 70N vi m—_"'—?w_—__—mm 0 YU TREC INFORMATION ANO
, mmnm PROCESSING ARL NOT PAESENT. PLEASE ATTACH A COPY
OF THE GLADS AND MEMITTANCE AOVICT 1O B¢ ADJUSTED.

12. Signatre 13. Oste

D UK QO Yeeel0 NOT WRITE BELOM THIS LINE

Fleld/Line:
Now Deta:
feavious Catat

Flela/tine:

New Deta:

Previous Deta:

ther jatione/ femarus:
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX XVI

MENTAL HOSPITAL SERVICES MANUAL

CODING ADDENDUM

Following is a list of revenue codes accepted by KMAP on the UB-82 billing

statement in form locator 51:

REVENUE

CODE DESCRIPTION

114 PRIVATE BED PSYCHIATRIC

124 TWO BED PSYCHIATRIC

134 THREE BED PSYCHIATRIC

154 WARD PSYCHIATRIC

250 - PHARMACY

270 MEDICAL/SURGICAL SUPPLIES

300 LABORATORY

320 RADIOLOGY (DIAGNOSTIC)

330 RADIOLOGY (THERAPEUTIC)

350 CT SCAN

351 CT HEAD SCAN

- 352 CT BODY SCAN

610 MRI

611 MRI BRAIN

612 MRI SPINAL CORD

730 EKG/ECG

740 EEG

9011 1ELECTRO SHOCK TREATMENT

960 PRO FEE (To Be Used Only for
Hospital-Based Physicians Other
Than Psychiatrists)

961 PSYCHIATRIC PRO FEE

971 LAB PRO FEE

972 RAD loLocy (DIAG) PRO Fee

973 RADIOLOGY (THER) PRO FEE

974 RADIOLOGY NUCLEAR MEDICINE

985 EKG/ECG PRO FEE

986 EEG PRO FEE

001 TOTAL CHARGES

1
treatment, use Revenue Code 960.

STANDARD
ABBREVIATION

PSTAY/PVT
PSTAY/2BED
PSTAY/3BED
PSTAY/WARD
PHARMACY
MED-SUR SUPPLIES
LAB

DX X-RAY

RX X-RAY

CT SCAN

CT SCAN/HEAD
CT SCAN/BODY
MR1
MRI-BRAIN
MRI-SPINE
EKG/ECG

EEG

ELECTRO SHOCK
PRO FEE

PRO FEE/PSTAY
PRO FEE/LAB
PRO FEE/RAD/DX
PRO FEE/RAD/RX
PRO FEE/NUC MED
PRO FEE/EKG
PRO FEE/EEG

NOTE - When billing professional component services for electro shock

TRANSMITTAL #10
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CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES

APPENDIX XVI

MENTAL HOSPITAL SERVICES MANUAL

CODING ADDENDUM

The following revenue codes (column A) are professional component revenue codes
and cannot be billed unless they are billed in conjunction with the revenue

codes in column B.
A

971 MUST BE

IN CONJUNCTION WITH

972 MUST BE IN CURJUNCTION WITH

EITHER

973 MUST BE
974 MUST BE

EITHER
985 MUST BE
986 MUST BE

IN CONJUNCTION WITH
IN CONJUNCTION WITH

IN CONJUNCTION WITH
IN CONJUNCTION WITH

B
300

320, 350, 351,
352, 610, 611,
or 612

330

350, 351, or 352
730
740

TRANSMITTAL #10
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APPENDIX XVI

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

MENTAL HOSPITAL SERVICES MANUAL

CODING ADDENDUM - ALL INCLUSIVE ANCILLARY REVENUE CODE

Following is a list of revenue codes accepted by KMAP on the UB-82 billing
statement in form locator 51 when revenue code 240, All Inclusive Ancillary
is used:

REVENUE STANDARD

CODE DESCRIP%;QN ABBREVIATION
114 PRIVATE BED PSYCHIATRIC PSTAY/PVT

124 TWO BED PSYCHIATRIC PSTAY/2BED

134 THREE BED PSYCHIATRIC PSTAY/3BED

154 WARD PSYCHIATRIC PSTAY/WARD

240 ALL INCLUSIVE ANCILLARY ALL INCL ANCIL
960 PRO FEE (To Be Used Only for PRO FEE

Hospital-Based Physicians Other

Than Psychiatrists)
961 PSYCHIATRIC PRO FEE PRO FEE/PSTAY
001 TOTAL CHARGES
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